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PREFACE 

The  present  volume  of  Transactions  is  the  second  issued  under 
the  new  arrangements  with  the  Edinburgh  Medical  Journal, 
rendered  necessary  by  the  increased  cost  of  publication. 

A  special  appeal  is  made  for  the  loyal  support  and  co- 
operation of  all  Fellows  of  the  Society  during  the  present 
period  of  financial  anxiety. 

The  Treasurer  will  be  grateful  for  notices  of  changes  of 
address,  deaths,  or  any  other  information  necessary  to  keep 
the  lists  up  to  date. 

The  views  expressed  in  this  volume  are  to  be  taken  as 
the  opinions  of  the  Fellows  concerned ;  they  do  not  necessarily 
reflect  the  opinion  of  the  Society  as  a  whole. 
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Ifussoll,  Dr  J.  Lawsoii,  '20  Livorjiool  Koad,  Chester,    .  .  1906 

Sabawala,  Dr  Behraiii  I'estonjee,  c/o  Messrs  Kiii<;,  King  k  Co., 

Hornby  Road,  Bombay,  India,       .  .  .  .  1912 

50         Simpson,  Dr  G.  F.  ]5arbour,  43  Manor  Place, .  .  .  1898 

Simpson,  Dr  W.  Petrie,  Viewbaidc,  Batli^^ate,  .  .  189*2 

Simson,  Dr  II.  J.  F.,  3(5  Grosvenor  Street,  London,  W.,  .  1897 

Sloss,    Dr    William,    706    Sturt    Street,    Ballarat,    Victoria, 

Australia,    .......  1902 

Stewart,    Dr   J.    D.    Graliamo,    c/o    Menzies,    I>ruce,    Low  tV 

Thomson,  W.S.,  23  York  Place,    ....  1913 

5a         Taylor,  Dr  James  A.,  Dunkeld,  ....  1912 

Taylor,  Dr  W.  Macrae,  8  Melville  Street,  .  .1895 

Vatve,    Dr   Gopal   Govind,    Shaiiwar   Petli,    Kolhajmr   City, 

Bombay  Presidency,  India,    ...  .  .  1894 

Wells,   Dr  A.   Simpson,  26   Kloof  Road,  Ciipe  Town,  South 

Africa,         .  .  .  .  .  .  .  1903 

Welsh,  Dr  David,  Melton  Constal>le,  Norfolk,.  .  .  1919 


(6.)    ANNUAL   SUBSCRIBERS. 

60         d'Abreu,  Dr  A.  J.,  c/o  Dr  0.  Regan,  New  Ross,  Co.  We.xford, 

Ireland,       .......  1922 

Ainslie,  A.  C,  49  Minto  Street,            ....  1898 

Alexander,  T.  II.  W.,  North  view,  Elgin,          .             .             .  1922 

Allison,  Dr  J.,  Fuller  House,  Kettering,  iSTorthampton,             .  1888 

Alston,  Dr  James,  57  Nile  Grove,          ....  1922 

65         Anderson,    Dr   R.    lirodie,  220  M'Intyre   Block,    Winnipeg, 

Manitoba,  Canada,               .....  1909 

Anderson,  Dr  William,  Armadale,  Linlithgowshire,     .             .  1912 
Anklesaria,   Dr  H.    N.,   Fatch  Munzel,   New  Queen's  Road, 

Bombay  4,  India,   ......  1906 

Armour,  Dr  E.  F.,  6  Bruntsfield  Terrace,          .                           .  1889 
Barnetson,  Dr  Elsie  M.,  17  Abercorn  Terrace,  Portobello,        .  1907 
70         Barnetson,  Dr  R.  Balfour,  17  Aljercorn  Terrace,  Portobello,    .  190-1 
Beesley,  Dr  R.  W.,  185  Deaue  Road,  Bolton,    .             .             .  1894 
Reesly,  Dr  Lewis,  42  Northumberland  Street,  .             .             .  1904 
Bell,  Dr  J.  Lumsden,  The  White  Hall,  Driffield,  E.  Yorks.,  .  1884 
Beveridge,  Dr  Arthur  James,  Holmlea,  Dollar,             .             .  1912 
75         Bevridge,  Dr  Gordon,  18  Carlyle  Road,  Kirkcaldv,      .             .  1919 
Bianechi,  Dr  L.  F.,  40  Brighton  Place,  Portobello,       .             .  1912 
Blacklee,  Dr  Herbert  F.,  Dallington,  Abbey  Road,  Barrow-in- 
Furness,      .......  1920 

Blaikie,  Dr  R.  H.,  5  Mayfield  Gardens,             .             .              .  1888 
Block,    Dr   Isidore   Jack,    O.B.E.,    39  Louis  Botha   Avenue, 

Houghton  Estate,  Johannesburg,  ....  1921 

80         Bowie,  Dr  J.  j\L,  53  Grange  Road,         ....  1912 

Brewis,  Dr  N.  T.,  6  Drumsheugh  Gardens,      .             .             .  1883 
Brewis,  Dr  R.    Adams,  The  West  Gate,  Dursley,  Gloucester- 
shire,           .......  1888 

Broad,  DrB.  W.,  The  Sanatorium,  Cardiff,       .  .1895 

Brock,  Dr  A.  J.,  8  Rothesay  Place,       ....  1912 

85         Hrodie,  Dr  T.  Scott,  21  Belhaven  Terrace,  Wishaw,     .             .  1900 

Brown,  Dr  Henry  Hilton,  10  Inverleith  Row,               .             .  1921 

Brown,  Dr  William,  O.B.E. ,  5  Bon-Accord  Sijuare,  Abeideen,  1904 

Brown,  Dr  W.  S.  Murdoch,  14  Grosvenor  Street,          .             .  1912 

Browne,  Dr  Francis  J.,  54  Northumberland  Street,     .             .  1919 


List  of  Fellows 


Date  of 
Admission, 

90         Brownlee,  Dr  James,  254  Linthorpe  Road,  Middlesboiougli,   .  1905 

Buchanan,  l)r  IJobert  Wilson,  Craigie  Park  House,  Perth.       .  1913 

Buist,  Dr  E.  C,  166  Nethergate,  Dundee,         .  .       '       .  1895 

Butchart,  Dr  C.  A.,  52  Leilh  Walk,  Leith,       ,  .  .  1894 

Callender,    Dr   D.    M.,  Highden,    Hatherley    Road,    Sidcuji, 

Kent,  .......  1902 

95         Callender,  Dr  T,  M.,  Inverard,  Sidcup,  Kent,  .  .  .  1896 

Cameron,    Dr    S.    J.,    30   Lj'nedoch  Street,    Charing    Cross, 

Glasgow,      .......  1921 

Camphel],  Dr  Basil  Patrick,  Westwood,  Brechin,  .  .  1912 

Campbell,  Dr  Malcolm,  Inverawe,  Droitwich,  . 

Carlow,  DrAV.  W.,  25  Walker  Street,  .  .  1910 

100         Carmichael,  Dr  A.  N.  S.,  2  Merehiston  Avenue,  .  .  1912 

Carmichael,  Dr  Edward,  21  Abercromby  Place,  .  .  1887 

Carmichael,  Dr  George  S.,  25  Braid  l!oad,       .  .  .  1909 

Carmichael,  Dr  Norman  Scott,  43  MoraA'  Place,  .  .  1908 

Carrnthers,  Dr  (J.  J.  R.,  4a  Melville  Street,     .  .  .  1901 

105         Cattanach,  Dr  J.  G.,  3  Alvanley  Terrace,  .  .  .  1893 

Chisholm,  Dr  A.  E.,  9  Springfield,  Dundee,     .  .  .  1911 

Christie,  Dr  Arthur  AV.  Stark,  51  Great  King  Street,  .  .  1912 

Clark,  Dr  Katherine  S.,  16  Druramond  Place,  .  .  1903 

Clark,  Dr  Patrick  A.  Bennct,   147   Upper  Richmond  Road, 

East  Sheen,  London,  S.W.  14,        ....  1914 

110         Clarke,  Dr  Thomas  William,    17  Elnnvood  Gardens,    Acton 

Hill,  London.  AA'.3,  .....  1913 

Craig,  Dr  James  C,  15  Gloucester  Gate,  London,  N.AV.  1,      .  1908 

Craig,  Dr  J.  G.,  1  Clifton,  York,  ....  1908 

Craig,  DrR.  AA^,  Pathhead-Ford,  Dalkeith,      .  .  .  1905 

■*•     Croll,  Dr  Andrew,  Saskatoon,  Saskatchewan,  Canada,  .  1912 

115         Crothers,   Dr   Robert,  Codrington   Mansions,    139    AA'^estern 

Road,  Brighton,     ......  1913 

Currie,     Dr     A.     S.,     20     Oxford     Terrace,     Hvde      Park, 

London,    AV..  .  .  .  .       '      .  .  1882 

Cuthbert,  Dr  A.  Hume,  7  Blenheim  Place,       .  .  .  1923 

Darling,  Dr  William,  M.C.,  65  Bruntsfield  Place,         .  .  1900 

Davidson,  Dr  G.  S.,  6  Bou-Accord  Square,  Aberdeen,  .  1921 

120         Davidson,  Dr  Samuel,  Mansefiekl,  Kelso,         .  .  .  1906 

Davie,  Dr  P.  Cousin,  15  Archer  Street,  Timaru,  New  Zealand,  1919 
Davison,    Dr    A.    AV.,    959   Chester    Road,    Stretford,   near 

Manchester,  .  .  .  .  .  .  1920 

Dewar,  Dr  J.  M.,  5  Chalmers  Street,     ....  1910 

Dewar,  Dr  ]\L,  5  Chalmers  Street,        ....  1891 

125        Dick,  Dr  Bruce  M. ,  Paddington  Green  Children's  Hospital, 
London,      .  .  . 

Dickson,  Dr  D.  Elliot,  Hillcrest,  Lochgelly,    .  .  .  1908 

Dickson,  Dr  George  A.,  Invermae,  South  Queens.'"erry,  .  1912 

Dobie,  Dr  D.  Robertson.  Earncliffe,  Coldwells  Road,  Crieff,    .  1894 

Donald,  Dr  George,  46  Ferry  Road,  Leith,        .  .  .  1912 

1 30         Donald,  Dr  Pollock,  Leith  Mount,  Ferry  Road,  Leith,  .  1 922 

Dunbar,  Dr  H.  J.,  47  Cathedral  Road,  Cardiff,  .  .  1905 

Dyer,  Dr   Ethelbert  AV.,   402    Moore   Road,    Durban,    South 

Africa,         .  .  .  .  .  .  .  1906 

Easterbrook,  Dr  C.  C,  Crichton  House,  Dumfries,       .  .  1892 

Eden,  Dr  T.  AVatts,  26  Queen  Anne  Street,  Cavendish  Square, 

London,  W.,  .  .  .  .  .  .  1888 

135         Edington,  Dr  D.  C,  Birbeck  House,  Penrith,  .  .  .  1897 

Elder,    Dr  Edward   A.,   4   Battery  Road,   Singapore,   Straits 

Settlements,  ......  1906 

Elder,  Dr  Eleanor,  4  John's  Place,  Leith,  .  .  .  1903 

Evans,  Dr  0- F.,  20  Princes  Avenue,  Liverpool,  .  .  1890 

Fahmy,  E.  C,  18  St  Fillan's  Terrace,  .  .  .  .  1923 

140         Fairfax,  Dr  Norman  P.,  Caddon  A^iew,  Lmevleithen,  .  .  1912 

Fairlie,  Dr  Margaret,  170  Nethergate,  Dundee,  .  .  1920 


List   of  Fellows 


Fairwuiithcr,  Dr  J.  W.  C,  Ncthcrtoi),  Aiirliiiililac,  I'onlduii 
KiiicardiiH^.shire       ..... 

Fario,  Dr  G.  J.,  Stral.hallan,  143  Woriilo  Road,  Wimhlrdoii 
London,  S.W.,        ..... 

Fi'igusson,  J)r  Saniiiol,  Lylestone  House,  Alloa, 
145         Finla}-,  Dr  Tlionias,  3  East  Fettes  Avenue, 

Finlay,  Dr  T.  Y.,  9  Hermitage  Gardens, 

Fisher,  Dr  E.  F.,  7  Buckingliam  Tcirrace, 

Fitzgerald,  Dr  Gordon,  O.B.E.,  Diiiicdin,  Wiihington,  Man 
Chester,        ...... 

Fleming,  Dr  Andrew,  St  John's  Road,  Corstorphine,  . 
loO         Flett,  Dr  A.  B.,  15  Walker  Street, 

Fordyce,  Dr  William,  17  Walker  Street, 

Forrest,  Dr  Ste])hen,  Alexandria,  Egypt, 

Fowler,  Dr  AV.  Hope,  21  AValker  Street, 

Fraser,  Dr  J.  Hosack,  Fernfield,  Bridge  of  Allan, 
155         Frost,  Dr  W.  E.,  51  Melville  Street,  '  . 

Galloway,  Dr  T.  M.,  Hawklymuir,  Kirkcaldy, 

Garbiitt,  Dr  AV.  J.  ,Girthen  Hmise,  Bournbrook  Rd.,  Selly  Pk. 
Birminghani,  ..... 

Gardiner,  Dr  Frederick,  60  George  Square, 

Gardner,  Dr  L.  P.  M.,  20  Pilrig  Street, 
160         Gemmell,  Dr  J.  E.,  28  Rodney  Street,  Liverpool, 

Gibbs,  Dr  J.  H.,  10  Manor  Place, 

Gibson,  Dr  Alexander,   661  Broadway,   AVinnipeg,  Manitoba 
Cannda,        ...... 

Giles,  Dr  A.  B.,  4  Palnierston  Place,    . 

Gilruth,  Jas.  D.,  Hyde  Park  House,  Arbroath, 
165         Gordon.  Dr  Alexander  Stewart,  Rosebery  House,  luverkeithinfi 

Graham,  Dr  D.  J.,  2  Melville  Crescent, 

Gray,  Dr  J.  A.,  4  AYolseley  Terrace,     .  .  ,  . 

Green,  Dr  John  Ligertwood,  23  Minto  Street, 

Gregory,  Dr  AV.  H.,  North  Bar  AVithout,  Beverley,  Yorks, 
170         Greig,  David  M.,  F.K.C.S.E.,  12  Abbotsford  Crescent, 

Gunn,  Dr  James  T.,  Deanswood,  Auchterarder, 

Guthrie,  Dr  A.  Cowan,  10  Harley  Street,  London,  AV.  1, 

Hamilton,  Dr  Martha  L.,  14  Eyre  Crescent,    . 

Hartley,  Dr  J.  Jackson,  O.B.E'.,  10  Ainslie  Place,      . 
175         Harvey,    Dr   Charles,  Beckford  Lodge,  Sav-la-]Mar,  Jamaicii, 
AA^L,  .  .  .  \ 

Harvev,  Dr  James,  12  Grosvenor  Street, 

Haultain,  Dr  AV.  F.  Theodore,  6  AValker  Street, 

Heard,  Richard,  Lt.-Col.  I. M.S.,  l.G.  Civil  Hospitals,  Lahore, 
Punjaub,  India,     .'..... 

Hendrick,  Dr  A.  C,  20  Bloor  Street  East,  Toronto,    . 
180         Hendry,  Dr  James,  4  Clifton  Place,  Glasgow,  . 

Hendry,  Dr  AA'^ilhelmina,  11  Bellevue  Crescent, 

Herzfeld,  Dr  Gertrude,  8  Randolph  Crescent,  . 

Hewetson,  Dr  J.,  Holmfield,  Reigate,  . 

Hirschmnn,  Dr  Nathaniel,  20  Pearce  Street,  Doornfontein, 

Johannesburg,  South  Africa,  .  .  .  . 

185         Holland,  Dr  Eardley  L.,  55  Queen  Anne  Street,  London,  VV.l, 

Holmes,  Ca])t.   Frank,  R.A.M.C,  21st  Stationary  Hospital, 
Kelin,  B.F.  in  Turkey,       .  .  .  .  . 

Honeyford,  Dr  John,  Dyke,  Forres,  Llorayshire, 

Hume,    Dr    Wm.     Maitland,     Busliey    Lodge,    Teddingtori, 
Middlesex,  ...... 

Hunter,  Dr  A.  J.  Gordon,  41  Castle  Street,  Dumfries, 
190         Hunter,   J.   W.    A.,   St  JLary's  Hospital,   AVhitworth    Pari:, 
Manchester,  ...... 

Huskie,  Dr  David.  Hamilton  House,  Mofl'at,  . 

Irnpey,  Dr  Lance,  8  Essotto  Court,  Breda  Street,  Cape  Town, 
S.  Africa,   ....... 


i)Hte  of 
AiliiiiKHioii. 


1921 

1903 
1912 
1912 
1908 
1920 

1913 
1905 
1903 
1888 
1910 
1900 
1895 
1900 
1921 

1897 
1900 
1912 
1885 
1905 

1908 
1891 
1923 
1920 
1895 
1907 
1902 
1893 
1922 
1912 
1888 
1919 
1914 

1889 
1891 
1922 

1912 
1912 
1919 
1921 
1921 
1881 

1922 
1920 

1922 
1922 

1911 
1910 

1923 
1912 

1920 


List  of  Fellows 


200 


205 


Date  of 
Admission. 
Inch,    Dr    T,    Doii^das,    O.B.E.,    M.C.,    Stobsmills    House, 

Goiebridge,  .  .  .  .  .  .  1914 

Jacobs,  Hubert  S.,  e/o  Ramsay,  15  Hope  Street,  .  .  1923 

195         Jardiue,  Dr  F.  E.,  83  Great  King  Street,  .  .  .  1910 

Jardine,  Dr  Robert,  20  Ro3'al  Crescent,  Glasgow,  W.,  .  1897 

Johnston,  Dr  G.  Minto,  36  Esslemout  Road,     .  .  .  1912 

Johnston,  Dr  Robert  B,,  66  Christchurch   Road,  Streathani 

Hill,  Loudon,  S.W.  2,        .  .  .  .  .  1903 

Kalyanvala,  Dr  D.    N.,   Chief  Med.   Otl".,   Porbandar  State, 

Bombay  Presidency,  India,  ....  1922 

Keir,  Dr  Ivan  C,  Beauacre,  Melksham,  Wilts,  .  .  1903 

Kynoch,  Professor  Campbell,  8  Airlie  Place,  Dundee,  .  1892 

Lange,  Dr  Gustav,  Lindley,  O.F.S.,  South  Africa,      .  .  1922 

Langwill,  Dr  Arch.,  15  Marloes  Road,  London,  W.  8,  .  1913 

Langwill,  Dr  H.  G.,  4  Hermitage  Place,  Leith,  .  .  1891 

Langwill,  Dr  James,  Lisaghmore,  Kirkcaldy,  .  .  .  1911 

Lawrie,  Dr  Thomas   Harcourt,    St   Clair,  "Polmont   Station, 

Stirlingshire,  .  .  ,  .  .  .  1912 

Ledger,  Dr  A.  G.  K.,  Chantry  House,  Shoreham,  Sussex,        .  1906 

Lee,  Dr  Alaister  Eraser,  29  Great  King  Street,  .  .  1920 

Lee,    Dr    Herbert   E.,    Coolabah,    Belmore   Street,    Burwood, 

N.S.AV.,  Australia,  .  .  .  .  1892 

210         Lindsay,  Dr  D.  M.,  8  Park  Quadrant,  Glasgow,  .  .  1921 

Lindsay,  Dr  G.  M.  S.,  25  AVarristou  Crescent,  .  .  1921 

Liston,  DrR.  Prosper,  16  Alma  Street,  Abertillery,  Mods.,         .  1922 

Littlejohn,  Professor  Harvey,  11  Rutland  Streetj  .  .  1890 

Lochhead,  Dr  James,  Castle  Road,  Gil)raltar,  .  .  .  1904 

215         Lochrane,  C.  D.,  64  Friargate,  Derby,  .  .  .  1923 

Lorimer,  Dr  Duncan,  2  Forbes  Road,  "^  .  .  .  1906 

Lowry,  Professor  Chas.  Gibson,  12  University  Square,  Belfast,  1920 
M'Cann,   Dr  F.  J.,   14  Wimpole  Street,  Cavendish  Square, 

London, AV.l,         .  .  .  .  .  .  1896 

Macdonald,  Dr  Angus,  38  Colinton  Road,         .  .  .  1897 

220         Macdonald,  Dr  John,  Marathon  House,  Cupar-Fife,     .  .  1902 

Macdonald,  Dr  W.  Eraser,  42  Polwarth  Terrace,  .  .  1910 

M'Ewan,  Dr  Peter,  7  Blenheim  ]\Iount,  Manninghani  Lane, 

Bradford,  .......  1905 

MacGregor,  Dr  Alastair,  14  "Welbeck  St.,  London,  W.l,  .  1905 

M'Intosh,  Dr  A.  Morison,  C.M.G.,  17  Bright's  Crescent,  .  1912 

225         Mackay,    Malcolm    E.,    406    M'Leod    Buildings,    Edmonton, 

Canada,       .......  1912 

Mackay,  Dr  W.  B.,  23  Castlegate,  Berwick-ou-Tweed,  .  1899 

M'Kendrick,  DrArchd.,  12  Rothesay  Place,    .  .  .  1906 

Mackenzie,  Dr  T.  C,  Ruigh-Ard,  Liverness,    .  .  .  1900 

M'Kerron,  Dr  R.  Gordon,  2  Queen's  Terrace,  Aberdeen,  .  1896 

230         Mackin,   Dr  Patrick,    132   Vizean   Street,   Wellington,    New 

Zealand,       .......  1895 

Mackness,  Dr  G.  Owen  C,  Auchlean,  Broughty-Ferry,  .  1887 

M'Laren,  Dr  John,  39  Lauriston  Place,  .  .  .  1910 

M'Laren,  Dr  Robert,  10  Gilmore  Place,  .  .  .  1912 

M'Larty,  Dr  Malcolm,  23  Abercromby  Place,  .  .  .  1900 

235         Maclean,  Sir  Ewen  J.,  M.D.,  12  Park  Place,  Cardiff,   .  .  1902 

Maclean,  Dr  Jean,  Intirmary  and  Dispensary,  Bolton,  .  1921 

Macnair,  Roliert,  Ellendene,  Gillsland,  Carlisle,  .  .  1919 

MacPherson,  Dr  J.  M.,  17  Midmar  Gardens,    .  .  .  1921 

Malcolmson.  Dr  Alexander  M.,  1  Belgrave  Road,  Corstorphine,  1901 

240         Mallace,  Dr  A.  C,  Elm  House,  Hawick,  .  .  .  1908 

Marshall,  Dr  L.  R.  H.  P.,  The  Briars,  Peebles,  .     ^       .  1912 

Martin,    Dr    Angus,     25     Northumberland    Square,     Xorth 

Shields,     .......  1906 

Martin,  Dr  Ciiarles,  Abernant  Lake  Hotel,  Llanwrtyd  Wells,  1892 
Martin,  Dr  Norman  Alexander,  c/o  Dr  Philip,  Bon  Accord 

House,  Morpeth,  Northumberland,  .  .  .  1920 


List  of  Fellows 


245         Muthesoii,  Dr  Angus,  Duiitulm,  North  Buiwick, 
Meikle,  Dr  J.  Hally,  12  Widniar  Gardens, 
Menzies,  Dr  W.  Menzies,  '25  Castlr  'I'erracc, 
Miller,  Dr  A,  S.,  Kannoch  Housu,  Tranent, 
Miller,  Dr  Douglas  Alexander,  50  Northumberland  Street, 

250         Milligan,  DrHarley  P.,  Hessle,  East  Yorks,    . 
Milue,  Dr  W.  Morrison,  \i  Minto  Street, 
Mitchell,  Dr  C.  R.  P.,  The  Chase,  Malvern,     . 
Molony,  Capt.  J.  15.  de  Wiiiton,  O.B.E.,  I. M.S.,  c/o  Chartered 

Bank  of  India,  Australia,  and  China,  Bombay,     . 
Moorhousc,  Dr  J.  EruLst,  6  Melville  Terrace,  Stirling, 

255         More,  Dr  John,  Kothwell,  JCettering,  . 

Morison,  Dr  Albert  E. ,  St  George's  Square,  Sunderland, 
Morris,  Dr  George,  2  Moruingside  Park, 
Mowat,  Dr  R.  S.,  40  Raeburn  Place,     ... 
Munro,  Dr  J.  Ramsay,  High  Street,  Spalding, 

2G0         Murray,  Dr  E.   Farquhar,  52  Jesmond  Road,  Ne\vcastle-on 
Tyne,  ...... 

Murray,  Dr  Janet,  IS  Carrick  Road,  Ayr, 
Nasmyth,  Dr  Alexander,  Hillwood  House,  Penicuik,  . 
Newton,  Dr  R.  H.  H.,  5  Murrayiield  Avenue, 
Ogilvy,  Dr  Stewart  Grant,  Fairmont,  Fauldhouse, 

265         Oliphant,  Dr  E.  H.  Lawrence,  23  Newton  Place,  Glasgow, 

Orbell,     Dr     Ronald     S.,    12    Reed    Street,    Oamaru,    New 
Zealand,      ...... 

Orr,  Dr  John,  Heather  Lea,  Clarendon  Road,  Eccles,  Lanes 

Orr,  Dr  John,  fi  Strathearn  Road, 

Orr,  Dr  T.  S.  A.,  33  Welbeck  Street,  London,  W.  1,  . 

270         Orr,  Dr  W.  Basil,  13  llraid  Road, 
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The   Transactions 

of   the 

Edinburgh  Obstetrical   Society 

PRESIDENTIAL  ADDRESS  ON  PREVENTIVE 
MIDWIFERY  AND  GYNECOLOGY 

By  J.  LAMOND  LACKIE,  M.D.,   F.R.C.P.E. 

Fellows  of  the  Edinburgh  Obstetrical  Society, — 
When,  a  year  ago,  you  elected  me  your  President,  I  appreciated 
the  honour  more  than  I  could  tell,  but  even  more  I  recognised 
my  unworthiness  of  the  high  distinction.  I  thanked  you  then, 
and  I  thank  you  now,  most  cordially  for  the  great  compliment  you 
paid  me  in  electing  me  to  a  chair  that  has  been  occupied  by 
such  a  long  succession  of  distinguished  men,  who  have  brought 
lustre  to  the  Society,  and  who  have  most  worthily  maintained 
and  enriched  the  great  traditions  and  the  high  ideals  of  this 
department  of  medicine.  To-night  I  pay  the  first  penalty  of 
my  position,  and  more  than  ever  I  am  overcome  by  a  sense  of 
unfitness  and  inability,  for  I  am  very  conscious  that  I  cannot 
possibly  reach  or  maintain  the  high  standard  set  by  my  pre- 
decessors in  their  introductory  addresses.  Even  to  glance  at 
some  of  these  only  created  in  me  a  state  of  depression ;  and  I 
felt  that,  if  such  a  standard  were  necessary,  the  task  of  an 
address  was  beyond  me.  Very  soon  I  abandoned  my  study  of 
the  past  Transactions  and  resolved  to  put  on  paper  simply  some 
of  the  reflections  that  constantly  occupy  the  attention  of  us  all 
with  regard  to  the  better  prevention  of  Mortality  and  Morbidity 
in  the  practice  of  Midwifery  and  Gynaecology. 

Recently  there  appeared  in  the  Times  newspaper  a  leading 
article,  entitled  "  New  Conceptions  of  Disease,"  in  the  course  of 
which  it  was  said  that  the  view  which  was  gaining  ground  all 
over  the  world  was  that  our  earlier  conceptions  of  disease  were 
much  too  simple.  "  A  decade  ago  it  was  confidently  affirmed 
that  if  the  seed  were  present  the  noxious  plant  could  be  counted 
on  to  grow  :  in  other  words,  that  infection  was  the  one  essential 
preliminary  to  illness.  This  idea  led  to  the  active  campaigns 
which  were  organised  against  various  bacteria,  the  hope  being 
that  their  abolition  would  result  in  the  abolition  of  the  disasters 
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occasioned  by  them.  Medicine  has  largely  abandoned  that 
hope,  for  it  is  now  certain  that  the  soil  as  much  as  the  seed 
determines  the  outcome.  There  are,  in  fact,  disease-proof 
individuals,  and  other  individuals  whose  susceptibility  is  much 
greater  than  normal,"  .  .  .  hence  "  control  of  human  resist- 
ance offers  a  brighter  future  than  direct  attempts  to  eliminate 
disease."  I  do  not  think  that  this  is  really  a  new  conception  of 
disease,  but  what  is  said  can  be  applied  to  the  case  of  the 
pregnant  woman.  Up  till  a  few  years  ago  there  was  too  great 
a  tendency  just  to  let  things  slide,  to  wait  and  see  what  happened 
during  labour  and  the  puerperium,  and  to  hope  that  all  would 
then  be  well.  Symptoms  during  pregnancy  were  ignored  ;  now 
we  realise  that  everything  should  be  done  to  get  the  patient  into 
the  very  best  state  of  health  in  view  of  the  strain  of  labour,  the 
possible  damage,  and  the  risks  of  infection  that  are  before  her. 

It  is  truly  sad  that  the  mortality  and  morbidity  among 
women  in  childbirth  is  no  better  than  it  was  seventy  years  ago. 
Many  improvements  there  have  been  in  the  technique  of 
obstetric  operations ;  much  knowledge  has  been  gained  with 
regard  to  the  causes  of  difficult  labour ;  much  done  for  the 
general  hygiene  of  the  pregnant  woman,  and  yet  the  end  results 
are  no  better  than  they  were  more  than  half  a  century  ago. 
What  is  wrong?    What  is  amiss  with  our  teaching  and  practice? 

Professor  Butler,  of  Columbia  University,  in  a  recent  speech 
said  : — "  The  true  aim  of  a  medical  school  should  be  to  give 
instruction  in  fundamental  principles  and  methods,  to  bring  the 
student  into  contact  with  realities,  to  train  him  in  habits  of 
observation  and  inference."  And  later :  "  The  leaders  in 
medical  education  have  made  the  mistake  of  trying  to  combine 
the  laboratory  specialist  with  the  general  practitioner,"  and,  as  a 
consequence,  the  public  has  suffered  and  is  suffering  from  a 
dearth  of  "  doctors  "  of  the  kind  desired  by  Professor  Butler. 

These  are  strong  words,  but  I  am  certain  that  it  is  by 
closer  co-operation  between  the  practical  obstetrician  and  the 
laboratory  specialist  that  progress  will  be  made  in  our  depart- 
ment. The  obstetrician  must  become  more  scientific ;  it  is  only 
the  biochemist  and  the  bacteriologist  who  can  and  will  solve 
many  of  the  problems  of  pregnancy,  of  the  puerperium,  and  of 
gynaecology,  and  the  more  the  clinician  collaborates  with  the 
pure  scientist  the  better  for  our  art. 

The  sound  teaching  of  the  student  is  the  very  best  pre- 
ventive of  bad  midwifery,  and  this  problem  has  occupied  the 
mind  of  medical  schools  for  many  years.     There  has  been  no 
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fault  to  find  with  the  systematic  course,  except,  perhaps,  that  it 
was  too  exhaustive  to  the  exclusion  of  adequate  and  proper 
clinical  instruction.  The  very  nature  of  the  subject  and  the 
obvious  impossibility  of  arranging  for  material  to  suit  the  time 
of  the  student  have  always  been  a  barrier  to  proper  instruction 
by  the  bedside  and  in  the  delivery  room.  In  some  centres 
clinical  teaching  has  not  existed  ;  in  others  it  has  been  attempted 
in  a  half-hearted  manner;  in  others  it  has  been  chaotic.  In 
Edinburgh  clinical  teaching  in  obstetrics  was  commenced  many 
years  ago,  in  the  seventies,  by  our  revered  master.  Sir  Halliday 
Croom,  who,  early  in  his  career,  recognised  the  necessity  for  it, 
and  who,  as  the  result,  nearly  lost  his  appointment  on  the  staff 
of  the  Maternity  Hospital.  He  was  informed  by  the  Directors 
that  clinical  teaching  was  an  innovation  which  could  not  be 
tolerated,  as  it  was  inconsistent  with  the  decency  and  propriety 
of  the  hospital.  However,  he  persevered,  overcame  opposition, 
and  founded  a  system  of  cliniques  which  attracted  crowds  of 
students.  Later  these  cliniques  were  systematised  and  limited 
in  number,  and  they  have  become  as  good  as  they  can  be  under 
present  conditions.  Still  there  is  room  for  improvement. 
There  is  great  need  for  more  intensive  training  of  the  student. 
It  is  felt  by  many,  and  rightly  so,  that  actual  residence  in 
hospital,  or  very  near  it,  is  an  absolute  necessity.  The  student 
should  devote  a  fixed  number  of  weeks  to  the  clinical  side  of 
midwifery ;  pay  a  daily  visit  to  the  wards  with  the  teacher ;  see 
practically  every  delivery  in  the  hospital ;  conduct  a  certain 
number  under  supervision  ;  receive  instruction  in  the  antenatal 
and  the  post-natal  departments;  and  then  and  only  then,  attend 
cases  outside  in  the  extern  department.  It  is  more  than 
probable  that  very  soon  the  General  Medical  Council  will  insist 
upon  some  such  scheme,  as  also  on  a  clinical  examination  in 
obstetrics.  It  is  easy  to  see  the  diiificulties  of  a  satisfactory 
examination  of  the  student,  but  they  are  not  insuperable  ;  and, 
if  the  standard  of  the  work  of  the  student  during  his  residence 
in  hospital  be  also  considered,  the  granting  of  certificates  should 
be  easy.  If  clinical  teaching  is  possible,  as  is  admitted  by  all, 
surely  clinical  examination  is  also  possible.  After  all,  and 
especially  now,  it  is  recognised  that  labour  is  only  one  part  of 
obstetrics ;  there  are  many  others  in  which  examination  can  be 
easily  arranged. 

It  is  a  deplorable  fact  that  even  now  out  of  every  looo 
women  five  or  six  sacrifice  their  life  during  childbirth,  and  that 
the  infant  mortality  is  roughly  lOO  per  lOOO.     In  fact,  there  is 
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no  decrease  in  the  mortality  from  the  diseases  and  accidents 
of  pregnancy  and  labour,  and,  more  remarkable  still,  there  is 
no  decrease  in  the  general  death-rate  from  puerperal  septic 
fever.  It  is  pleasing  to  record  that  there  has  been  vast  improve- 
ment in  the  hospital  management  of  labour,  for  example, 
puerperal  sepsis  has  been  enormously  reduced — almost  to  a 
minimum,  but  it  must  not  be  forgetten  that  by  far  the  great 
majority  of  confinements  do  not  take  place  in  hospitals  or 
homes.  For  this  the  profession  and  the  laity  are  responsible. 
No  general  surgeon  would  undertake  an  operation  under  the, 
conditions  met  with  by  the  obstetrician  in  private  houses.  It 
should  be  insisted  upon,  more  and  more,  that,  unless  the 
bedroom  can  be  converted  into  a  surgical  operating-room 
every  case  should  be  removed  to  hospital  or  home. 

Childbirth   is  only  second  to   tuberculosis   as   the   cause    of 
the   greatest   number    of    deaths.      Through    the    kindness   of 
Dr  J.   C.  Dunlop,  the   Registrar-General,  I  have  the  statistics 
for  Scotland,  and  I  regret  to  say  that,  from  these  rates,  it  would 
appear   that  childbirth  is  now  at  least  no    safer   than    it   was 
seventy  years  ago.     In  the  decade    1855   to    1864,  there  were 
1802  deaths  from  puerperal  sepsis,  or  1-7  per  1000  births,  there 
were  3322  deaths  from  other  diseases  and  accidents  of  pregnancy 
and  childbirth,  or  3-2  per  1000 — a  total  from  all  causes  of  5124, 
or  4-9  per   looo.     In  the  years    191 5  to   1921,  the  death-rate 
from  sepsis  was  again  1-7  per  lOOO,  and  from  other  causes  4-5, 
while  the  total  was  6-2  per    1000.     The  total  death-rate  from 
childbirth  in  192 1  was  6-4  per  1000,  which  is  only  second  to  that 
of    191 8,  which    was  7,  and    the  highest  for  the    past   seventy 
years.     It   is    impossible   to   give   equally    accurate   figures    of 
infantile   mortality,   since   registration    of  dead-born   infants  is 
not  enforced,  though  useful  information  is  now  being  obtained 
through  the  Notification  of  Births  Act.     In  my  opinion  there 
has  never  been  a  more  interesting  and  valuable  discussion  on 
any  medical  subject  than  that  on  still-births  and  neonatal  death 
which    took  place  at    Glasgow  at    the  annual   meeting    of   the 
British  Medical  Association  in  July  last.     It  is  fully  reported 
in   the  Journal  of  30th  September,  and   will   well  repay  most 
careful  perusal  by  all  who  are  interested  in  the  subject.     The 
oapers  by  Drs  Ballantyne,  Browne,  and  Eardley  Holland,  and 
others,    all    contribute    much    to    our  knowledge    of  the    cause 
and  of  the  means  of  prevention  of  foetal  death.     It  would  be 
a  presumption  to  attempt  to  extract  them  ;    they  deserve  the 
closest  study  in  their  entirety.     However,  with  Dr  Ballantyne's 
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permission,  I  give  you  some  remarkable  figures  from  his  paper 
which  show  better  than  anything  else  the  wonderful  progress 
that  has  been  made  by  antenatal  care. 

Still-Births  in  Edinburgh  in  1921. 

{Ballaiityjie. ) 

For  the  whole  (extended)  city,  432  still-births  in  9028  births 
For   the  whole  practice  of  the  Royal  Alaternity  Hospital, 

156  still-births  in  2770  deliveries 
For  the  intern  department  alone  .... 

For  the  extern  department  alone         .... 
For  the  venereal  diseases  department 

Receiving  antenatal  supervision  and  treatment 
Receiving  neither  antenatal  supervision  nor  treatment 
For  the  whole  practice  of  the  hospital 

For    the    678    antenatally    supervised    pregnancies 

(excluding  the  venereal  disease  cases)      .  .         5.9        ,, 

For    the    816    antenatally    supervised    pregnancies 

(including  the  venereal  disease  cases)       .  .       13-5         ,, 

Eardley  Holland's  paper  on  intranatal  death  was  no  less 
instructive.  The  complications  of  labour  account  for  51  per 
cent,  of  foetal  deaths  through  cerebral  and  visceral  haemor- 
rhages, and  in  no  less  than  88  per  cent,  of  dead  foetuses  after 
normal  breech  delivery  the  cause  was  cerebral  haemorrhage. 
Holland,  therefore,  urges  the  necessity  for  slow  extraction  of 
the  after-coming  head.  Browne's  discussion  of  the  causes  of 
neonatal  death  was  comprehensive  and  original,  and  his 
observations  on  pneumonia  in  the  new-born  excited  much 
interest.  The  prevention  of  foetal  death  is  far  from  being  a 
hopeless  task  ;  it  is  a  most  promising  subject,  for  the  writers  I 
have  quoted  have  proved  that  half  the  mortality  is  preventable. 

This  mortality  among  mothers  and  children  is  really 
appalling,  and,  besides  the  number  of  dead-born  children,  it 
is  impossible  to  estimate  the  life-long  injuries  sustained  by 
countless  infants  who  reach  adult  life  with  physical  and  mental 
defects.  When  we  also  think  of  the  maternal  morbidity  from 
these  births,  it  is  obvious  that  one  of  the  very  largest  fields 
for  the  practice  of  preventive  medicine  is  found  in  the  domain 
of  obstetrics ;  and,  along  the  line  of  prevention,  great  progress 
has  been  made,  and  the  greatest  interest  taken  in  it,  an  interest 
which  should  tend  to  brilliant  and  lasting  results  in  the  future. 
The  establishment  of  antenatal  departments  in  our  maternity 
hospitals,  so  largely  due  to  one  of  our  Fellows,  Dr  J.  W. 
Ballantyne,  is  one  of  the  greatest  advances  in  midwifery.  Far 
be  it  from   me  to  attempt  to  outline  the  work   of  his   branch 
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of  the  maternity  service,  but  I  would  venture  to  say  that 
every  practitioner  of  midwifery  should,  as  it  were,  have  his 
private  antenatal  department,  and  regard  it  as  his  bounden 
duty  to  exercise  the  closest  observation  and  the  most  meticulous 
care  of  every  pregnant  patient.  He  should  more  thoroughly 
recognise  that  his  duties  as  accoucheur  do  not  commence  with 
the  first  stage  of  labour  and  end  a  fortnight  later,  but  that 
supervision  and  guidance  are  necessary  for  the  woman  through- 
out her  pregnancy,  and  for  three  months  after  labour.  Most 
of  the  complications  of  pregnancy  and  labour  are  preventable. 
This  has,  of  course,  long  been  recognised  by  some,  but  there 
is  a  big  gap  between  the  practice  of  preventive  methods  by 
the  individual  and  the  universal  adoption  of  such  by  all. 
Indeed,  a  great  deal  of  the  brilliant  obstetric  surgery  is  what 
has  been  described  as  simply  "  a  belated  recovery  from  a 
position  that  could  have  been  avoided." 

Childbirth  as  a  cause  of  maternal  death  should  be  compara- 
tively unimportant  when  there  has  been  efficient  prematernity 
care.  Motherhood  is  the  most  splendid  function  of  woman,  but 
also  the  most  dangerous,  and  she  has  a  right  to  be  safeguarded. 

Passing  from  these  general  considerations,  may  I  now 
draw  your  attention  to  certain  aspects  of  antenatal  care  and 
the  prophylaxis  of  obstetric  complications.  The  problem  of 
proper  diet  for  the  pregnant  woman  is  an  interesting  and 
sometimes  a  difficult  one.  With  the  ordinary  individual,  the 
appetite  of  the  healthy  being  is  a  reasonable  guide  to  the 
selection  of  his  food,  but  it  almost  seems  as  if  the  state  of 
pregnancy  so  alters  conditions  that  appetite  can  no  longer  be 
depended  upon.  The  woman  nourishes  herself  and  her  foetus, 
but  she  also  stores  up  nitrogen  to  provide  for  the  excessive 
expenditure  of  vital  force  during  labour.  While  conditions 
would  seem  to  indicate  a  very  liberal  diet,  rich  in  proteids, 
and  while  the  appetite  is  generally  stimulated  for  such,  there 
is  in  many  cases  a  diminished  capacity  for  dealing  with 
proteid  material.  Accordingly,  it  was  formerly  common  to 
order  a  patient  an  almost  entirely  milk  diet.  There  is  no 
doubt  that  in  milk,  fruit,  and  bread  the  essential  elements  of 
diet  are  present,  but  in  many  cases  it  does  not  supply  sufficient 
for  the  needs  of  the  pregnant  woman.  It  seems  that  too  much 
fruit  prevents  the  accumulation  of  calcareous  material  in  the 
skeleton  of  the  foetus,  and  it  has  been  a  common  custom  to 
order  fruit  in  order  to  avoid  an  undue  ossification  and  enlarge- 
ment of  the  foetal  skull  with  accompanying  difficulty  in  labour, 
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with  the  result  that  the  patient  has  suffered  from  a  lack  of 
some  of  the  other  essential  elements  of  nutrition.  Whether 
meat  is  to  be  excluded  or  not  depends  largely  on  the  idio- 
syncrasy of  the  patient.  Some  women  are  exceptionally  fond 
of  it,  and  such  will  suffer  if  deprived  of  it  entirely.  It  is,  how- 
ever, quite  certain  that,  speaking  generally,  the  amount  of 
beef,  mutton,  pork,  and  veal  to  be  consumed  should  be  con- 
siderably ■  reduced,  so  that  red  meat  is  taken  only  once  or 
twice  a  week.  It  is  well  that  the  proteid  should  be  taken  in 
other  forms.  White  of  egg,  fish  and  fowl,  peas,  nuts  and  beans, 
and  some  cereals,  all  contain  proteid  in  its  simpler  form  and 
constitute  the  best  kind  of  diet  for  the  normal  healthy  pregnant 
woman.  Only  by  clinical  observation  and  by  analysis  of  the 
urine  can  we  determine  to  what  extent  proteids  are  harmful. 
Frontal  headache,  poor  digestion,  irritation  of  the  skin,  cedema, 
and  especially  raised  blood  pressure,  indicate  that  the  diet  is 
faulty,  while  when  it  is  actually  dangerous  the  usual  changes 
in  the  urine  that  herald  the  onset  of  the  pre-eclamptic  state 
will  show  themselves. 

The  conclusion  one  is  forced  to  is  that  a  mixed  diet  is  the 
best,  and  that  the  simpler  proteids  should  be  chosen.  We 
know  that  the  lighter  proteids  are  expensive  articles  of  diet, 
which  raises  the  important  economic  question  of  the  ideal 
social  service  in  which  proper  food  would  be  supplied  from  a 
common  kitchen  for  the  pregnant  woman  of  the  poorer  classes. 

Does  the  best  nourished  mother  produce  the  healthiest  and 
largest  infant,  and  does  a  poorly-fed  mother  give  birth  to  the 
weakly  and  unfit  ?  It  is  said  that  by  the  law  of  evolution  the 
younger  will  live  at  the  expense  of  the  older  if  possible,  and  that 
the  mother  suffers  out  of  all  proportion  to  the  child.  We  have 
all  seen  cases  that  suggest  that  this  is  true.  Not  long  ago  I 
attended  a  lady  in  her  third  confinement  who,  after  her  second, 
had  had  gastro-enterostomy  performed  and  three  other  opera- 
tions to  try  to  remedy  the  evil  that  had  been  done  by  the  first. 
During  her  third  pregnancy  she  washed  out  her  stomach  after 
every  meal  and  gradually  became  more  and  more  emaciated, 
to  such  an  extent  that  induction  of  premature  labour  was 
several  times  seriously  considered.  However,  she  went  to 
full-time  and  gave  birth  to  a  child  that  weighed  no  less  than 
8|  lbs.  Such  a  case  almost  inclines  one  to  regard  the  foetus 
as  a  parasite  which  persists  in  thriving  at  the  expense  of  the 
mother.  It  was  Prochownik  who,  in  1889,  first  recommended 
a  diet  "  for  the  purpose  of  avoiding  the  necessity  of  artificial 
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premature  labour."  He  suggested  a  diet  poor  in  fluids  and 
carbohydrates  during  the  last  six  weeks  of  pregnancy  in 
cases  of  slightly  contracted  pelvis.  His  results  seemed  most 
satisfactory,  and  he  believed  that  under  the  diet  the  growth 
of  fat  ceased.  There  was  a  striking  thinness  and  slackness  of 
the  skin  covering  the  head,  due  to  the  absence  of  fat,  the 
mobility  of  the  skull  bones  was  increased,  and  moulding  thus 
facilitated.  This  question  has  given  rise  to  a  great  deal  of 
discussion  in  America,  and  one  writer  almost  complains  that 
no  British  text-book,  not  even  the  latest  by  "  Ten  Teachers," 
makes  any  reference  to  this  topic  at  all. 

From  conflicting  views  offered  by  Ehrenfest,  Davis,  De  Lee, 
Hirst,  and  many  others,  most  of  whom  are  in  agreement  as  to 
the  predisposition  to  toxaemia  from  a  diet  over-rich  in  proteids, 
it  is  clear  that  the  whole  subject  is  undecided.  Observations 
are  contradictory,  but  I  think  it  must  be  agreed  that  habitual 
over-eating  during  pregnancy,  especially  if  there  be  an  excess 
of  carbohydrates  and  fluid,  may  be  responsible  for  a  dystocia, 
which  might  have  been  averted  by  a  dietary  more  in  line  with 
proper  prenatal  care.  I  am  quite  certain  that  in  some  cases 
one  has  succeeded  in  obtaining  a  smaller  child  by  the  pre- 
scription of  a  modified  Prochownik  diet.  Even  if  only  the 
excessive  drinking  of  milk,  so  common  among  pregnant 
women,  is  prevented,  the  result,  I  think,  is  a  smaller  infant. 

This  problem  of  diet  naturally  leads  one  to  speak  of  the 
efforts  to  control  the  most  serious  forms  of  toxaemia,  and 
especially  that  which  terminates  so  often  in  actual  eclampsia, 
the  most  alarming  of  all  complications  of  pregnancy  and 
labour.  It  is  no  part  of  my  scheme  to  discuss  the  various 
theories  of  origin  to-night,  but  only  to  point  out,  as  has  been 
done  so  often  before,  that  eclampsia  is  in  the  majority  of  cases 
a  preventable  disease.  There  are  a  few  sudden  acute  cases 
that  come  on  during  labour  without  any  premonitory  symptoms 
or  signs,  but  they  are  distinctly  rare.  We  all  recognise  that 
careful  supervision  of  the  pregnant  woman,  with  proper  regard 
for  every  symptom,  and  systematic  examination  of  the  urine 
and  of  the  blood  pressure,  will  enable  us  to  detect  toxaemia  in 
its  earliest  stage,  and  so  adopt  general,  and  if  necessary 
obstetric,  treatment,  which  will  save  the  woman  from  any 
gross  manifestation  of  the  disease.  The  seat  of  eclampsia  is 
probably  not  in  the  intestinal  tract,  but  the  digestive  organs 
seem  to  hold  the  balance  of  power  between  the  toxins  of 
pregnancy  and   the    protective    ferments   of  the   blood.      The 
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importance  of  attention  to  the  alimentary  tract  is  shown  in 
the  success  of  the  Dublin  treatment  of  the  eclamptic  toxaemia, 
this  consisting  largely  of  starvation  and  gastric  and  colon 
lavage.  In  the  prevention  of  eclampsia  I  strongly  hold  that 
when  albuminuria,  the  diminution  in  the  excretion  of  urea, 
and  the  pre-eclamptic  symptoms  do  not  yield  readily  to 
appropriate  therapy,  labour  should  be  induced  at  once. 

Another  most  important  preventive  measure  is  more  careful 
obstetrical  diagnosis  about  the  eighth  month  of  pregnancy  or 
earlier.  It  is  surprising  how  seldom  this  is  done,  and  yet  the 
necessity  for  it  seems  so  obvious.  There  has,  however,  been 
a  decided  advance  in  this  direction  in  hospital  practice,  for 
this  diagnosis  is,  after  all,  one  of  the  chief  aims  of  an  ante- 
natal department.  In  private,  I  fear,  it  is  often  sadly  neglected. 
In  every  case  the  presentation  and  position  of  the  child  should 
be  ascertained,  and  in  every  primipara  and  in  every  multipara 
with  a  history  of  difficult  labour  a  careful  pelvimetry  should  be 
carried  out  and  the  relationship  between  the  size  of  the  head 
and  the  size  of  the  pelvis  ascertained. 

There  is  no  difficulty  in  the  management  of  gross  contraction 
or  deformity  of  the  pelvis  :  it  is  in  the  preventive  management 
of  the  minor  contractions  that  difficulty  arises  and  judgment 
is  required.  One  has  always  to  remember  that  in  about 
80  per  cent,  of  these,  spontaneous  delivery  will  take  place,  or 
at  most  easy  forceps  bring  about  a  satisfactory  result.  In 
other  cases,  too  often  overlooked,  induction  of  labour  at  the 
eighth  month,  or  better  even  later,  would  prevent  dystocia, 
provide  an  easy  labour,  and  save  both  mother  and  child.  One 
has  long  been  convinced  that  a  valuable  preventive  of  dystocia 
is  the  induction  of  labour  at  full-time.  Gestation  is  frequently 
prolonged  beyond  the  normal,  and  the  child's  head  becomes 
too  large  for  a  normal  labour.  When  on  examination  there  is 
any  suspicion  of  this  occurring,  induction  is  justifiable,  and 
especially  since  simple  therapeutic  measures,  without  any 
surgical  procedure,  seem  so  often  to  effect  the  object.  Bougies 
or  other  means  can  be  adopted  if  quinine,  pituitrin,  hot  baths, 
and  castor-oil  fail.  In  other  cases  of  minor  contraction,  especially 
in  older  patients  or  where  induction  has  previously  failed  to 
give  a  good  result,  Cesarean  Section  should  be  carried  out. 
What  I  wish  especially  to  point  out  is  that  the  practitioner, 
who  recognises  and  recommends  a  timely  induction,  often  does 
a  far  finer  thing  than  the  operating  obstetrician  who  does  a 
brilliant  Caesarean   Section.     To  have  to  do  this  operation  at 
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all  is  in  too  many  cases  a  confession  of  bungled  midwifery,  and 
is  too  often  undertaken  only  as  a  last  resort. 

Malpresentations  may  also  be  remedied  during  pregnancy, 
and  a  labour  which  always  at  least  threatens  the  life  of  the  child 
may  be  converted  into  a  normal  one.  Breech  presentations 
should  be  converted  if  possible  about  the  eighth  month  or  later. 
One  does  not  pretend  that  this  is  always  easy,  but  with  practice, 
and  under  suitable  conditions  of  abundant  liquor  amnii  and  not 
too  rigid  abdominal  muscles,  external  version  has  become  in  the 
hands  of  many  a  common  operation.  Browne  has  shown  that 
asphysia  neonatorum  is  eight  times  as  common  in  breech  cases  as 
in  head  cases,  and  therefore  any  manoeuvre  which  tends  to  reduce 
this  proportion  should  be  carried  out.  Similarly  in  face  and  brow 
cases,  if  diagnosed,  conversion  to  a  vertex  should  be  attempted. 

Malpositions,  too,  can  be  recognised  during  pregnancy,  and 
should  if  possible  be  rectified  before  labour  sets  in.  The  most 
common  of  these  is  the  occipito-posterior  position,  and  such 
cases  are  really  the  main  bugbear  of  obstetric  practice.  More 
infants  are  probably  lost  from  badly-managed  occipito-posterior 
cases  than  from  contracted  pelves.  They  are  frequently  diag- 
nosed towards  the  end  of  pregnancy,  and  yet  nothing  is  done 
to  remedy  them.  An  attempt  should  be  made,  and  now  is 
frequently  made,  in  hospital  and  in  private,  to  rotate  the  child 
and  to  keep  it  in  proper  position.  Buist's  method  by  the 
application  of  pads  has  attained  good  results,  and  although  it  is 
not  easy  to  explain  their  action,  the  fact  remains  that  the  result 
of  this  simple  measure  is  often  satisfactory,  and  it  is  worthy  of 
a  trial  by  the  profession. 

As  regards  the  management  of  such  cases  during  labour,  I 
do  not  intend  to  weary  you  with  details  that  have  already  been 
discussed  in  this  Society  on  at  least  two  occasions.  If  the 
position  has  not  been  righted  before  labour,  or  if  the  condition 
has  not  been  recognised  beforehand,  the  main  point  is  the  early 
diagnosis  in  labour.  If  labour  does  not  progress  normally,  and 
the  malposition  is  suspected,  and  yet  cannot  be  made  out  for 
certain,  then  when  in  doubt,  as  Sir  Halliday  Croom  used  to  say, 
"  play  trumps."  Give  the  patient  chloroform  and  introduce  the 
whole  hand  into  the  vagina,  and  by  feeling  the  position  of  the 
pinna  of  the  ear,  the  diagnosis  becomes  quite  clear.  If  the 
head  is  high  up,  pass  the  hand  beyond  it  and  by  pressure  on 
one  shoulder  rotate  the  whole  child  on  its  longitudinal  axis 
until  it  lies  in  the  R.O.A.  or  even  the  L.O.A.  position.  If  the 
head  is  low  down,  still  try  to  rotate  by  grasping  the  head,  but 
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if  this  fails,  do  not  hesitate  to  rotate  by  the  forceps,  then 
remove  the  instruments,  reapply,  and  deliver.  The  mistake 
that  is  frequently  made  is  that  the  obstetrician  attempts  to  pull 
down  the  head  and  also  rotate  at  the  same  time  by  a  spiral 
movement.  On  the  contrary,  the  head  should  rather  be  pushed 
back  and  properly  rotated  before  any  attempt  at  traction  is 
made  at  all.  Nothing  in  obstetric  practice  is  more  satisfactory 
than  this  manipulation,  for  one  finds  an  apparently  hopeless 
delivery  suddenly  converted  into  an  easy  and  almost  normal 
one.  Brute  force  must  be  supplanted  by  intelligent  diagnosis 
and  treatment.  No  doubt  many  of  these  cases  do  end  ap- 
parently satisfactorily  by  a  traction  which  is  really  unjustifiable. 
The  immediate  results  to  the  woman  may  be  quite  good,  but 
what  of  the  after-effects?  These  are  just  the  cases  that  are 
seen  later  on  with  prolapse  of  the  uterus  and  all  the  attendant 
misery,  while  as  for  the  child  this  forcible  extraction  is  respon- 
sible for  many  dead-born  children,  and  for  many  weakly  and 
damaged  infants  who  may  indeed  reach  the  adult  state,  but  who 
are  handicapped  throughout  life  by  the  work  of  the  forceps  at 
the  time  of  birth.  I  make  no  apology  for  emphasising  these 
points  with  regard  to  posterior  positions  which  to  my  mind  are 
a  most  fruitful  origin  of  post-partum  morbidity. 

At  this  stage  may  I  refer  to  what  is  probably  the  most 
remarkable  preventive  method  of  treatment  that  has  ever  been 
suggested,  even  by  America?  It  is  that  which  goes  by  the 
extraordinary  name  of  "  Prophylactic  Forceps."  Let  me  quote 
from  Prof  Arnold  of  Philadelphia.  He  says  :  "  Throughout  the 
obstetrical  world  to-day  there  is  a  definite  move  towards  the 
recognition  of  the  fact  that  the  delivery  of  women  in  childbirth 
in  all  except  the  easiest  cases  is  no  longer  a  normal  function 
but  purely  a  surgical  process,  and  should  be  accorded  the  same 
careful  consideration  that  is  given  to  other  surgical  procedures. 
The  efforts  to  reduce  time  and  the  amount  of  suffering,  and  to 
conserve  the  maternal  energies,  constitute  the  most  far-reaching 
and  beneficial  move  in  the  obstetrical  world  to-day."  This 
move  is  attained  by  the  "  Prophylactic  Forceps  "  of  De  Lee,  by 
which  many  American  obstetricians  now  claim  they  have  solved 
the  problem  of  how  to  terminate  labour  at  the  earliest  possible 
moment  consistent  with  the  least  amount  of  injury  to  mother 
and  child.  The  idea  is  that  as  modern  civilisation,  with  all  its 
complexity  of  life  more  and  more  incapacitates  women  for 
normal  childbirth,  the  art  of  obstetric  surgery  is  developed  to 
meet  the  demand. 
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Arnold's  summary  of  De  Lee's  method  is  as  follows : 
(i)  The  use  of  morphine  and  scopolamine  in  the  first  stage  of 
labour ;  (2)  the  termination  of  labour  artificially  as  soon  as  the 
first  stage  is  completed.  This  is  done  by  giving  an  anaesthetic, 
applying  forceps,  bringing  down  the  head  (if  it  is  not  already  on 
the  pelvic  floor),  doing  a  good,  free  perinaeotomy  (preferably 
lateral  oblique),  and  at  once  delivering  the  child.  (3)  The 
moment  the  head  is  born  an  ampoule  of  pituitrin  is  given 
intramuscularly,  and  by  the  time  the  child  is  ready  to  be  handed 
to  the  nurse  the  uterus  is  ready  to  expel  the  placenta  either  with 
or  without  assistance.  If  there  is  undue  bleeding  after  the 
placenta  is  removed,  an  ampoule  of  pituitrin  is  injected  directly 
into  the  uterine  muscle  through  the  abdominal  wall.  Delivery 
of  the  placenta  is  followed  immediately  by  an  intramuscular 
dose  of  ergot  and  a  hypodermic  injection  of  morphine  and 
atrophine.  (4)  The  perinaeotomy  wound  and  all  tears  are  now 
closed  by  three  or  four  rows  of  buried  sutures,  the  last  of  which 
is  a  subcutaneous  silkworm  gut.  Delivery  thus  accomplished, 
he  claims,  robs  labour  of  its  chief  terrors,  and  leaves  the  patient 
unafraid  of  a  future  pregnancy.  Arnold  is  so  satisfied  with  the 
results  that  he  is  unwilling  to  go  back  to  what  he  calls  the  good 
old-fashioned  natural  way. 

From  a  study  of  De  Lee's  paper,  I  find  that  besides  the  steps 
of  the  operation  which  I  have  mentioned,  he  lays  great  stress 
on  the  constant  w^atching  of  the  fcetal  heart  by  auscultation. 
Although  I  am  convinced  that  we  do  not  often  enough  watch 
the  condition  of  the  child  during  labour,  I  can  see  no  good 
reason  for  the  auscultation  every  minute  as  recommended  by 
De  Lee  in  this  particular  operation.  Embarrassment  of  the 
child's  circulation  is  generally  an  indication  for  hurrying  the 
delivery,  but  since  anything  more  hurried  and  more  active  than 
prophylactic  forceps  I  cannot  imagine,  I  can  see  no  necessity 
for  constant  auscultation,  either  by  an  assistant  or  by  the 
operator's  head  stethoscope. 

The  operation  of  perinaeotomy  is  much  more  than  what  we 
understand  by  episiotomy.  It  is  a  much  deeper  incision  on 
both  sides,  so  that  the  upper  layer  of  the  levator  ani  and  the 
fascia  are  divided.  De  Lee  holds  that  labour  is  a  pathological 
process,  and  so  frequent  are  the  accidents  of  childbirth  that  he 
often  wonders  whether  nature  did  not  deliberately  intend  that 
women  should  be  used  up  in  the  process  of  reproduction.  He 
deplores  the  time-honoured  "  watchful  expectancy,"  and  advo- 
cates as  a  routine,  the  making  of  the  first  stage  of  labour  less 
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painful  and   shorter,  and  the  elimination  of  the  second    stage 
altogether  by  a  surgical  delivery. 

Episiotomy  is  not  very  commonly  practised  in  this  country, 
although  sometimes  it  has  its  uses.  The  difficulty  is  to  know- 
that  it  is  really  necessary,  for  so  often  the  head,  if  given  time, 
comes  through  or  is  brought  through  with  almost  unexpectedly 
little  damage  to  the  mother.  No  doubt  diastasis  of  muscles 
often  occurs  without  much  or  any  tearing,  but  I  would  rather 
trust  to  nature  repairing  the  accident  than  risk  the  deep 
perinaeotomy  that  De  Lee  advises.  Oastler,  who  describes 
nature  as  cruel,  unsympathetic  and  heartless  in  its  management 
of  labour,  strongly  recommends  episiotomy,  as  he  says  it  saves 
exhaustion,  saves  the  perina^um,  does  no  pelvic  harm,  and 
lessens  the  risk  to  the  child. 

Ladies  and  gentlemen,  I  regret  that  there  is  no  discussion 
on  an  address,  for  I  should  like  to  know  what  you  think  of 
prophylactic  forceps.  To  me  it  seems  a  most  unjustifiable 
proceeding,  and  I  sincerely  hope  that  the  day  will  never  dawn 
when  such  meddlesome  midwifery  is  practised  in  this  country. 
The  long:er  I  live  the  more  I  endeavour  to  leave  the  second 
stage,  as  the  first,  alone,  so  long  as  I  know  the  pelvis  and  the 
child's  head  are  normal,  and  I  apply  forceps  much  less  frequently 
than  I  used  to,  and  very  seldom  high  forceps  at  all.  Patient 
waiting  will  often  accomplish  much  better  results  than  what  is 
apparently  brilliant  abdominal  or  vaginal  surgery.  As  it  is,  the 
obstetrician  is  almost  too  skilled  in  the  use  of  the  forceps^ 
applying  them  even  before  the  cervix  is  fully  dilated,  and  using 
them  too  often  without  fear,  but  with  little  thought  of  the  after- 
results.  The  only  good  thing  in  prophylactic  forceps  is  the  use 
of  "  twdlight  sleep,"  not  used  only  in  the  first  stage,  as  De  Lee 
employs  it,  but  carried  on  in  the  second,  for  one  of  the  great 
advantages  of  this  is  that  it  gives  time  for  moulding  of  the  head 
with  the  minimum  of  suffering  to  the  mother.  I  need  not 
consider  morphia-scopolamine  narcosis  further.  It  has  been 
discussed  fully  by  this  Society,  but  I  shall  only  say  that  many 
of  us  regard  it  as  one  of  the  most  useful  preventives  of  difficult 
labour,  and  the  very  best  prophylactic  of  post-partum  shock. 

There  is  another  form  of  so-called  prophylactic  treatment. 
American  in  origin,  which  goes  by  the  name  of  Potter's  Version,, 
What  of  it  ?  This  is  another  attempt  to  eliminate  the  second 
stage  of  labour  by  performing  version  and  delivering  the  child 
the  moment  the  first  stage  is  completed.  Potter  of  Buffalo 
reports  that,  in  1920,  he  personally  delivered   1113  women,  of 
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whom  920  were  delivered  by  version,  400  being  primiparae, 
and  520  multiparae.  The  first  step  in  the  Potter's  operation 
is  full  dilatation  of  the  vagina  and  soft  parts.  First  one  finger, 
and  then  two  and  then  three,  and  finally  the  whole  hand  are 
introduced  into  the  vagina  until  the  rugae  and  folds  are 
thoroughly  ironed  out.  The  cervix,  if  it  is  not  already  obliterated, 
is  then  gently  stretched  if  it  is  soft  and  dilatable,  and  the  left 
hand  is  passed  into  the  uterus,  the  membranes  ruptured  high 
up  and  both  feet  seized  and  pulled  down  to  the  vulva.  A  rest 
for  a  few  moments  follows  and  then  the  delivery  of  the  child 
completed.  Potter  claims  that  by  his  method  he  prevents 
laceration  of  parts,  fever  in  the  puerperium,  shock,  hsemorrhage, 
and  damage  to  the  child. 

When  Dr  Potter  presented  his  first  report  on  version  to 
the  American  Association  of  Obstetricians  he  had  not  a  single 
supporter,  and  he  records  that  after  the  discussion  he  felt  as 
if  he  were  to  be  hanged  for  murder.  Now  he  has  many 
supporters,  who  have  all  testified  to  the  success  of  the  operation, 
and  to  the  good  results  which  even  as  regards  the  infant  are 
no  worse  than  by  other  methods.  Personally,  I  am  not  con- 
vinced of  its  value,  I  would  deplore  its  introduction  into  this 
country  as  a  routine  method  of  delivery,  and  would  regard 
it  as  on  a  par  with  prophylactic  forceps  as  one  of  the  best 
examples  of  meddlesome  midwifery. 

As  regards  the  repair  of  the  injuries  that  only  too  commonly 
result  from  childbirth,  there  seem  to  be  three  schools  in 
practice.  There  is  the  one  that  is  satisfied  with  what  is  after 
all  only  a  superficial  suturing  of  the  skin  of  the  perinaeum  which 
might  just  as  well  be  left  undone ;  there  is  another  which 
believes  in  the  proper  immediate  repair  of  all  tears,  both  deep 
and  superficial  tissue  being  brought  carefully  together ;  and 
there  is  a  recent  third  which  believes  in  what  is  called  inter- 
mediate repair.  Hirst  of  Philadelphia,  in  writing  on  this 
subject,  says  that  proper  immediate  repair  is  impossible  on 
account  of  the  bruised  and  bleeding  condition  of  the  parts 
and  irom  the  want  of  proper  assistance.  He  therefore  waits 
five  days  and  then  proceeds  to  operate,  and  claims  far  better 
results  than  by  primary  or  by  secondary  repair.  He  admits 
that  it  is  more  agreeable  to  a  woman  to  be  told  at  the  end 
of  labour  that  all  her  injuries  are  repaired  and  that  nothing 
further  is  required,  instead  of  being  informed  that  in  five  days 
she  must  undergo  another  operation.  Hirst  holds  that  of  the 
2,500,000  women  delivered  in  the    United   States  per  annum, 
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1,000,000  more  or  less  are  added  to  the  ranks  of  the  com- 
paratively unfit  from  the  persistence  of  preventable  injuries. 
His  remedy  is  intermediate  repair,  and  he  condemns  the 
primary  operation  in  no  uncertain  voice.  He  regards  the 
obstetrician  who  does  not  advance  as  suffering  from  "  abnormal 
self-sufficiency,  mental  ankylosis,  cerebral  sclerosis,  and  shrinkage 
of  the  intellect."  I  fear  that  in  this  country  it  will  be  long 
before  we  adopt  the  intermediate  repair  of  lacerations  five 
days  after  they  occurred  as  a  routine  in  practice,  just  as  it  will 
be  long  before  every  primipara  comes  to  look  forward  to  an 
operation  five  days  after  the  strain  of  labour  as  a  very  likely 
necessity.  Primary  repair,  if  properly  done,  gives  excellent 
results.  There  is,  however,  one  respect  in  which  I  think  we 
are  sometimes  wanting.  The  perinseal  body  and  the  vaginal 
wall  may  be  repaired  to  perfection,  and  yet  we  neglect  to 
examine  the  cervix,  and,  if  necessary,  to  repair  the  damage 
it  has  sustained.  There  is  a  very  natural  and  proper  hesitation 
about  opening  up  the  vaginal  canal  after  labour  from  fear 
of  infection,  but  the  fact  remains  that  a  cervix  neglected  at  the 
time  of  parturition  may  result  in  much  suffering  which  could 
have  been  avoided  by  immediate  repair.  On  the  other  hand, 
we  know  that  unilateral  tears  of  the  cervix  often  heal  most 
kindly  without  any  stitching  at  all ;  it  is  the  bilateral,  more 
serious  tears  which  if  not  repaired  at  once  lead  later  on  to 
eversion,  and  hypertrophy.  Some  who  used  to  repair  the 
cervix  at  once  have  given  it  up,  as  they  found  it  resulted  in 
a  febrile  puerperium. 

At  all  events  let  us  in  this  country  retain  our  obstetric 
sanity  and  reject  whole-heartedly  prophylactic  forceps,  Potter's 
version,  and  intermediate  repair  as  unjustifiable  means  to  be 
used  in  preventive  midwifery  and  gynaecology. 

The  introduction  of  the  use  of  the  extract  of  the  pituitary 
gland  into  obstetric  practice  is  the  most  remarkable  therapeutic 
advance  in  the  department  of  recent  years.  Its  effect  in  causing 
contraction  of  the  uterus  is  most  striking,  and  I  fear  its  use 
is  accordingly  abused.  In  the  first  or  second  stage  of  labour 
its  use  should  be  distinctly  limited.  To  my  mind  the  only 
indication  for  its  employment  during  parturition  is  in  the 
treatment  of  lingering  labour  associated  with  primary  inertia 
uteri  where  its  exhibition  may  effect  a  speedy  delivery,  and 
then  only  when  there  is  no  disproportion  between  the  head 
and  the  pelvis.  In  the  prevention  and  treatment  of  post-partum 
haemorrhage  pituitrin  is  of  course  the  most  efficient  therapeutic 
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at  our  disposal.  Its  value  in  the  induction  of  labour  has  already 
been  referred  to. 

Puerperal  sepsis  is  responsible  for  one-third  of  the  deaths 
from  childbirth,  so  that  if  it  were  eliminated  the  whole  death- 
rate  would  be  reduced  enormously.  The  profession  has  the 
necessary  knowledge  to  effect  this,  but  the  opportunity  of  using 
it  and  the  means  of  attaining  this  end  are  wanting. 

One  need  not  discuss  the  question  of  auto-infection,  for 
I  think  all  must  now  agree  that  in  some  cases  infection  is  not 
carried  from  without  by  nurse  or  doctor,  the  source  of  it  existing 
in  the  patient  before  she  goes  into  labour  at  all.  The  seat 
of  it  is  more  often  than  not  in  the  vagina,  and  the  septic 
material  may  be  pushed  upwards  by  the  examining  fingers. 
Some  American  authorities  hold  that  vaginal  examinations, 
with  their  potential  dangers,  should  be  practically  eliminated 
from  modern  obstetrics.  It  is  held  that  by  rectal  examination 
as  much  can  be  learned  in  the  way  of  diagnosis  as  by  the 
vaginal  route,  and  only  in  the  event  of  operative  interference 
are  the  fingers  introduced  into  the  genital  canal  at  all.  So 
far  as  I  can  gather,  rectal  examination  during  labour  has  not 
found  much  favour  in  this  country.  It  must  require  a  deal  of 
practice,  not  to  mention  a  new  education  of  the  parturient 
woman,  before  one  can  feel  as  confident  in  diagnosis  per  rectum 
as  per  vaginam. 

The  use  of  gloves  during  vaginal  examinations  and 
obstetric  operations  is  a  different  matter,  and  has  been  adopted 
b\'  many.  While  there  is  much  to  be  said  for  them,  I  have 
never  used  them  as  a  routine  in  obstetrics,  and  so  far  as  the 
avoidance  of  sepsis  is  concerned,  I  have  had  no  reason  to 
change  my  methods.  The  duties  of  the  obstetric  physician 
are  very  intermittent.  The  constant  changing  of  gloves,  the 
hurry  with  which  they  must  often  be  put  on,  and  the  risk  of 
rapid  and  imperfect  attempts  at  sterilisation,  must  constitute 
a  certain  danger.  One  might  depend  on  them  too  much, 
and  proper  washing  and  disinfection  of  the  hands  might  be 
neglected.  Many  who  advocate  the  use  of  gloves  do  not 
know  how  to  apply  them.  One  often  sees  the  first  glove  put 
on,  and  the  fingers  are  then  pushed  home  by  friction  on  the 
part  of  the  other  naked  hand.  The  whole  object  of  the  gloves 
is  thus  negatived.  Further,  if  one  believes  that  the  infective 
material  is  sometimes  pushed  up  from  the  vagina,  it  cannot 
be  of  the  slightest  consequence  whether  this  is  done  by  the 
gloved  or  by  the  naked  fingers.      Ladies  and  gentlemen,  will 
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you  kindly  listen  to  this  ?  Ahlfeld,  whose  high  position  in 
the  obstetrical  world  no  one  will  deny,  in  writing  on  his 
"  Experiences  in  the  Prevention  of  Puerperal  Fever "  in  April 
last,  reports  a  series  of  8753  labours  in  which  only  one  patient 
died.  This  he  accomplished  without  the  use  of  rubber  gloves, 
without  rectal  examination,  without  the  limitation  of  vaginal 
examinations,  and  with  the  uninterrupted  use  of  this  material 
for  teaching  medical  students  and  training  midwives.  Such 
a  statement  must  bring  comfort  to  those  of  us  who  have 
not  yet  adopted  rubber  gloves  and  the  rectal  examination. 
However,  it  must  not  bring  a  sense  of  complacency  and  self- 
satisfaction,  for  we  must  still  strive  to  carry  out  more 
thoroughly  than  ever  the  recognised  and  undisputed  methods 
for  the  prevention  of  puerperal  sepsis.  I  have  no  wish  to 
condemn  the  use  of  gloves.  If  there  is  a  sufificient  number 
of  sterile  pairs  at  hand,  and  if  one  is  properly  trained  to  their 
use  in  obstetrics,  I  have  no  doubt  they  are  an  ideal  to  be 
aimed  at. 

A  most  interesting  subject  is  the  result  of  prophylactic 
immunisation  with  specific  sera  and  vaccines.  Statistics  would 
seem  to  support  the  view  that  their  employment  has  a  place 
in  the  prevention  of  puerperal  sepsis.  Joetten  prepared 
a  vaccine  from  six  different  strains  of  streptococci  cultured 
from  septic  puerperae.  Experimenting  with  a  gradually 
increasing  dose  (of  from  25  to  500  millions  of  bacteria 
per  c.c),  he  observed  a  gradual  and  proportionate  decrease 
in  puerperal  febrility.  Death  from  streptococcic  infection 
declined  in  a  similar  ratio.  It  is  possible  that  protection  and 
prevention  may  be  obtained  in  this  way.  Garcia  claims  good 
results  from  routine  injection  of  antistreptococcic  serum  in 
every  woman  entering  the  hospital  in  labour.  In  the  Maternity 
Hospital  here,  during  the  pa.st  quarter,  we  had  382  deliveries, 
and  not  a  single  case  of  a  rise  of  temperature  suggesting 
sepsis,  except  a  craniotomy,  where  sloughing  and  a  fistula 
occurred.  In  every  case  of  forceps  or  other  operative  inter- 
ference the  patient  had  a  prophylactic  dose  of  a  mixed  stock 
vaccine  soon  after  labour.  One  does  not  wish  to  draw  con- 
clusions rashly,  but  at  all  events  this  prophylactic  vaccine  is 
on  the  lines  of  modern  vaccine  therapeutics  in  prevention,  and 
one  is  inclined  to  continue  its  use. 

The  greatest  need  of  most  maternity  hospitals  at  present  is 
a  "  follow-up  "  department.  The  development  of  prenatal  work 
has  been  rapid  and  effective,  and  now  it  is  borne  in  upon  us 
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that,  in  order  to  lessen  the  maternal  morbidity  after  childbirth, 
a  "  follow-up  "  system  must  be  organised.  At  a  meeting  of  the 
staff  of  our  hospital  last  summer  it  was  agreed  that  this  subject 
be  brought  to  the  notice  of  the  Directors.  It  is  one  more 
among  many  reasons  why  a  new  maternity  hospital  in  Edin- 
burgh is  so  urgently  required.  There  can  be  no  denying  that 
neither  in  hospital  nor  in  private  practice  is  there  proper  super- 
vision of  the  recently  delivered  for  a  sufficient  length  of  time. 
We  know  how  readily  pathological  lesions  arise  from  child- 
birth, and  it  is  a  fact  that  40  per  cent,  of  the  patients  attending 
gynaecological  out-patient  departments  are  suffering  from  post- 
parturient  disease.  There  ought  to  be  a  department  to  which 
the  maternity  hospital  patients  return,  whether  well  or  ill,  for 
examination  and  advice.  The  involution  of  the  uterus  should 
be  noted,  and  the  state  of  the  appendages,  of  the  cervix,  and 
of  the  pelvic  floor  all  carefully  observed.  The  position  of  the 
uterus  should  be  noted.  One  may  find  it  normal  ten  to  fourteen 
days  after  labour,  but  a  month  thereafter  it  may  be  displaced 
backwards  or  downwards.  Much  suffering  could  be  saved  by 
the  recognition  of  these  displacements  and  their  correction. 
We  all  know  that  the  use  of  pessaries  is  abused,  but  in  the 
puerperal  state  a  pessary,  if  introduced  in  good  time,  will  act 
efficiently  and  cure  a  condition  which,  if  neglected,  may  require 
a  more  or  less  serious  operation  later  on.  How  much  could  be 
done  too  by  the  early  diagnosis  of  puerperal  cystitis  and  other 
inflammatory  conditions,  while  the  guidance  as  to  diet,  etc., 
of  the  post-eclamptic  patient  and  the  examination  of  her  urine 
are,  of  course,  of  paramount  importance.  Health  visitors  will 
be  of  the  greatest  use  in  directing  patients  back  to  the  post- 
partum clinic  which  obviously  should  form  a  part  of  every 
maternity  hospital.  It  must  be  our  aim  in  hospital  and  in 
private  that  every  mother  should  return  to  a  state  of  health 
as  good  as  it  was  before  pregnancy,  and  even  surpassing  it. 
More  prolonged  care  of  the  postnatal  patient  will  be  the 
greatest  advance  in  obstetrics  within  the  next  ten  years  just 
as  prenatal  care  has  been  the  greatest  in  the  past  decade. 

There  are  many  difficulties  financial  and  otherwise.  Many 
object  to  compulsory  state  insurance,  but  all  must  admit  that 
the  maternity  benefit,  if  properly  applied,  is  all  for  good.  It 
is  just  a  question  whether  a  form  of  maternity  insurance  might 
not  be  of  great  advantage,  so  that  a  period  of  proper  convalescence 
could  be  assured  for  puerperal  women. 

We  are  glad  to  acknowledge  that  the  State  has  awakened 
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to  the  necessity  of  preventive  obstetrics,  and  has  brought  into 
force  four  Acts  which  bear  directly  on  this  subject.  There  is 
(i)  the  Notification  of  Births  Act  of  1907,  which  has  been  the 
means  of  adding  so  much  to  our  knowledge  of  foetal  and 
infantile  mortality ;  (2)  the  maternity  benefits  of  the  National 
Insurance  Act  which,  we  think,  might  be  extended  to  insure 
rest  and  care  of  the  patient  a  month  before,  and  at  least  a 
month  after,  her  confinement;  (3)  the  Midwives  Act  (1918); 
and  (4)  the  Maternity  and  Child  Welfare  Acts  of  19 18,  by 
which  local  authorities  are  empowered  to  make  arrangements  for 
maternity  care  as  they  think  fit.  All  these  Acts  aim  at  reducing 
maternal  and  foetal  mortality  and  morbidity  along  many  lines. 

The  work  of  pregnant  women  in  factories  is  a  difficult  and 
complicated  question.  As  a  rule  the  woman  conceals  her 
pregnancy  as  long  as  possible,  and  then  takes  whatever  other 
work  is  offered,  and  this  charing,  cleaning,  or  washing  is  often 
harder  than  the  work  she  had  in  the  factory.  Some  firms  will 
not  employ  women  who  are  pregnant,  or  dismiss  them  when 
the  condition  is  recognised.  No  doubt  the  woman  is  more 
easily  tired  and  her  output  of  heavy  work  may  be  less,  but 
if  the  work  is  comparatively  light  the  woman  does  well  and 
is  all  the  better  for  the  muscular  exercise.  She  remains 
cheerful ;  she  is  not  depressed  by  loss  of  wages,  and  labour 
in  such  is  satisfactory  and  easy.  Heavy  work  is  of  course 
bad ;  inter  alia  it  causes  a  rise  of  blood  pressure  and  this 
may  cause  abortion  or  antepartum  haemorrhage. 

Women  are  not  allowed  by  regulation  to  work  in  factories 
for  one  month  after  labour,  but  there  are  no  regulations  with 
regard  to  abortion,  and  women  therefore  make  light  of  it  and 
continue  work,  often  doing  themselves  irreparable  harm.  It 
should  be  possible  for  a  woman  to  announce  her  pregnancy  to 
her  employer  without  risk  of  dismissal,  and  suitable  work  if 
possible  should  be  provided  for  her.  It  would  be  a  step  in  the 
right  direction  if  there  were  a  medical  examination  of  all  women 
entering  factories  so  that  they  could  be  graded  for  different 
degrees  of  work. 

No  group  of  persons  have  done  more  for  prophylaxis  in 
labour  and  the  puerperium  than  the  trained  obstetric  nurses. 
They  have  done  and  are  doing  much  in  helping  to  reduce  the 
mortality  and  morbidity  of  childbirth,  and  it  is  safe  to  say  that 
the  trained  nurse  has  done  more  than  any  other  to  render  the 
modern  maternity  hospital  a  safe  refuge  for  the  parturient. 
The  old  untrained   midwife  is  passing  away,  and  the  modern 
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midwife  is  an  efficient  person  whose  services  to  women  and  to 
the  State  cannot  be  over-estimated.  There  is,  of  course,  a 
certain  danger,  not  to  be  lost  sight  of,  that  the  training  of 
midwives  is  accomplished  at  the  expense  of  the  proper  educa- 
tion of  the  future  practitioner.  There  is  no  denying  that  the 
teaching  material  in  maternity  hospitals  is  utilised  unduly  in 
the  interests  of  the  midwife  to  the  detriment  of  the  student. 
Some  there  are  who  condemn  midwives  and  would  like  to  see 
them  abolished,  holding  that  they  are  a  "  relic  of  barbarism  " 
and  "  a  brand  of  infamy,"  but  the  fact  remains  that  some  40  per 
cent,  of  the  women  of  this  country  are  delivered  by  midwives, 
and  the  statistics  prove  that  the  results  are  no  worse  than  those 
of  qualified  medical  practitioners.  Some  even  try  to  prove  the}' 
are  better,  but  the  fallacy  is  obvious.  The  modern  midwife, 
under  penalty,  has  to  call  in  medical  assistance  whenever 
abnormality  arises,  and  the  proportion  of  primiparae  they  attend 
is  much  less  than  that  attended  by  a  doctor.  No  doubt  in 
the  ideal  state  every  woman  would  have  the  services  of  a 
practitioner  throughout  her  pregnancy  and  labour,  but  at  our 
present  stage  of  civilisation  the  best  that  we  can  provide 
for  many  mothers  is  the  services  of  a  thoroughly  well-qualified 
midwife,  trained  as  far  as  possible  to  treat  the  normal,  to 
recognise  the  abnormal,  and  to  summon  aid  during  pregnancy 
or  labour  as  the  case  may  be. 

It  is  obvious  that  in  a  Society  such  as  ours  we  have  the 
atmosphere  which  encourages  the  scientific  worker  in  this 
department  of  medicine,  and  in  it  he  will  always  find  the 
necessary  stimulus  which  leads  to  fruitful  work.  It  is  here 
that  original  ideas  are  often  first  suggested,  here  that  new 
observations  are  recorded,  and  the  conclusions  derived  from 
personal  experience  come  up  for  friendly  criticism.  The  older 
fellows  are  encouraged  to  continue  their  efforts  with  renewed 
energy,  while  the  younger  are  inspired  to  surpass  their  seniors. 
Our  Society  is  generous  and  sympathetic,  and  I  hope  and  think 
that  everyone  feels  he  can  express  his  opinions  without  fear  or 
favour.  The  medical  profession  has  a  glorious  tradition  in  its 
continual  endeavour  to  save  human  life,  to  relieve  pain,  and  to 
cure  disease,  so  that  the  physician  has  ever  been  regarded  as 
the  benefactor  of  the  race.  It  is  for  us  of  the  present  age  to 
prove  worthy  of  this  great  inheritance,  seeking  always 

"To  set  the  cause  above  renown. 
To  love  the  game  beyond  the  prize, 
And  dearer  yet  the  brotherhood 
That  binds  the  brave  of  all  the  Earth." 


ACUTE  CEDEMA  OF  THE  ANTERIOR  LIP 
OF  THE  CERVIX.* 

By  W.  F.  THEODORE  HAULTAIN,  M.C.,  M.B.,  F.R.C.S.E. 

The  case  which  I  have  the  honour  of  bringing  before  you 
to-night  is,  I  think,  of  sufficient  rarity  to  be  of  some  interest 
to  the  Fellows  of  this  Society.  It  occurred  in  my  practice  as 
Obstetrician  to  the  Edinburgh  Provident  Dispensary,  and 
though  it  was  attended  by  two  of  my  students,  it  was  my 
good  fortune  to  see  the  v/oman  several  times  in  the  last  few 
months  of  pregnancy  at  the  ante-natal  clinique,  and  as  she 
was  a  week  over  time,  and  reputed  to  be  rather  large,  to 
examine  her  the  day  before  labour  started  ;  thus  I  am  now 
able  to  give  a  much  fuller  account  of  the  case  than  might  have 
been  possible  had  she  gone  into  labour  on  her  calculated  date. 

The  history  of  the  case  is  as  follows: — Mrs  H.,  aged  27,  5-para 
(fifth  child  in  seven  years).  The  patient  had  always  been  a  healthy 
woman,  and  had  had  no  illnesses  except  eclampsia  with  her  first  child. 

I  examined  the  patient  on  30th  May  1922,  as  she  was  a  week 
overdue,  and  found  the  os  to  be  the  size  of  a  half-crown  piece,  the 
head  being  low  down  in  the  pelvis.  The  abdomen  was  somewhat 
pendulous.  I  ordered  her  to  be  given  next  morning  castor  oil,  quinine, 
and  pituitary  as  advocated  by  the  Dublin  School.  After  this  labour 
started,  and  a  male  child,  weighing  8  lb.,  was  born  within  four  hours 
without  any  difficulty,  the  placenta  being  expelled  ten  minutes  later. 
Before  the  placenta  was  expelled  it  was  found  that  there  was  a  large 
mass  lying  at  the  side  of  the  placenta,  which  was  taken  by  the  students 
to  be  another  lobe  of  the  placenta,  but  the  placenta,  when  expelled, 
was  found  to  be  complete  and  the  mass  remained.  I  was  sent  for, 
arrived  about  three-quarters  of  an  hour  after  the  birth  of  the  placenta, 
and  found  a  tumour  the  size  of  a  medium-sized  De  Ribes  bag  and 
shaped  like  it  dilating  the  vulval  orifice.  The  tumour  was  purple 
in  colour  and  had  a  ridge  running  across  it,  which  looked  like  a  vein. 
The  tumour  was  very  tender  to  the  slightest  pressure,  the  patient 
wincing  as  soon  as  it  was  touched.  On  vaginal  examination  I  found 
that  the  tumour  was  continuous  with  the  anterior  lip  of  the  cervix  and 
that  there  was  no  pedicle  of  attachment,  and  after  further  examination 
I  found  that  it  was  the  anterior  lip  of  the  cervix  acutely  oedematous, 
and  that  the  ridge,  which  looked  like  a  vein,  was  really  the  junction  of 
the  cervical  and  the  vaginal  mucosa.     The  uterus  was  well  contracted, 

*  Read  13th  December  1922. 
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and  there  was  no  unusual  bleeding  from  the  vagina.  The  patient  was 
in  excellent  condition,  having  a  pulse  of  60,  and  was  suffering  no 
discomfort  from  the  tumour.  Whilst  I  was  with  the  patient,  say 
thirty  minutes  in  all,  the  tumour  was  becoming  visibly  less,  and  on  a 
final  inspection  before  leaving  no  tumour  could  be  seen  at  the  vulval 
orifice,  whereas  on  my  arrival  the  tumour  could  be  easily  seen  dis- 
tending the  vulva.  The  patient  was  seen  again  by  the  students  that 
night,  who  reported  that  the  patient  was  well,  and  that  there  had  been 
no  bleeding.  I  visited  her  again  next  morning  and  found  her  very 
well  indeed,  and  on  vaginal  examination  I  found  that  the  whole  tumour 
had  practically  disappeared,  the  only  relic  remaining  being  that  the 
anterior  lip  of  the  cervix  was  slightly  tongue-shaped  and  thickened  ; 
there  was  no  tenderness  of  the  anterior  lip  on  examination,  and  the 
cervix  was  no  more  patulous  than  it  would  have  been  had  the  case 
been  normal.  The  puerperium  was  uneventful,  except  for  a  few  after- 
pains  the  first  night,  which  were  a  usual  occurrence  with  the  patient. 

The  case  presents  a  somewhat  rare  and  curious  condition, 
and  several  of  the  features  seem  to  call  for  comment.  In  the 
first  place,  the  labour  was  of  so  short  duration  that  the  anterior 
lip  could  not  have  been  nipped  between  the  head  and  the  pelvis, 
which  is  a  frequent  occurrence  in  a  prolonged  labour,  especially 
in  a  primipara,  and  even  if  that  had  been  the  case,  the  lip  rarely 
swells  to  so  great  an  extent.  Secondly,  when  I  examined  the 
patient  on  the  day  previous  to  her  confinement  the  anterior  lip 
was  somewhat  tongue-shaped,  but  I  did  not  note  anything 
abnormal  or  expect  anything  unusual  to  occur.  Thirdly,  this 
was  the  first  time  that  such  an  event  had  occurred  or  been 
noted,  all  her  other  confinements  having  been  normal  except 
the  first,  when  she  suffered  from  eclampsia.  Lastly,  the 
rapidity  with  which  the  oedema  disappeared,  the  tumour  even 
decreasing  in  size  whilst  I  was  in  the  patient's  room,  and  the 
next  morning  being  only  represented  by  a  tongue-shaped 
anterior  lip. 

On  looking  up  the  literature  on  the  subject  I  found  it  to 
be  extremely  scanty. 

The  condition  was  first  described  by  Gueniot  in  1872,  but 
the  first  real  literature  on  the  subject  was  written  by  Geyl,  who 
collected  ten  cases,  including  those  of  Gueniot,  and  published 
them  in  Volkvianns  Saiiindung  Klinischc  Vortrdgc,  iSg$.  Seitz 
reports  a  very  interesting  case  in  Das  Zentralblatt  fiir 
Gynakologie,  and  Jolly  about  the  same  time  reports  another 
in   Die  Zeitung  fur  GebtirtscJiiilfe  und  Gyiiakologie,  1904,  and 
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goes  into  the  subject  of  the  etiology  fully.  In  this  country 
Munro  Kerr,  in  his  Operative  Midzvifery,  mentions  a  case  which 
he  had  in  his  wards. 

The  statistical  results  of  all  these  cases,  13  in  number,  can 
be  summed  up  as  follows : — All  occurred  in  multiparas  between 
20  and  40  years  of  age,  the  previous  confinements  having  been 
normal.  In  2  cases  it  occurred  with  an  abortion,  but  in  all 
the  others  pregnancy  was  normal.  Two  of  the  women  were 
phthisical,  one  had  a  large  ovarian  cyst,  one  suffered  from  very 
marked  constipation,  and  in  2  cases  it  was  associated  with  pro- 
lapse ;  all  the  others  were  healthy.  The  oedema  usually  began 
about  the  seventh  month,  but  in  2  cases  it  came  on  just  before 
labour,  and  in  i  as  early  as  the  third  month.  The  swelling 
lasted  only  for  a  few  days  at  a  time,  and  usually  disappeared 
with  rest  in  bed.  The  size  varied  from  a  hen's  &^^  to  that  of 
a  fist.  The  swellings  were  somewhat  elongated,  tense,  and 
inclined  to  be  elastic  in  consistence,  not  pitting  on  pressure, 
and  being  dark  red  in  colour.  In  4  cases  the  anterior  lip  was 
alone  affected.  The  secretion  was  usually  serous,  but  at  times 
was  blood-stained  and  thick.  There  was  little  discomfort,  but 
when  it  was  present  it  consisted  of  pain  in  the  back,  in  the 
groins,  and  at  the  vulva,  there  being  also  pain  on  micturition. 
Labour  was  spontaneous  in  9  cases,  forceps  were  required 
in  2,  I  came  off  prematurely  at  the  beginning  of  the  ninth 
month,  and  i  died  following  an  operation  for  a  removal  of 
an  ovarian  cyst.  All  the  children  were  healthy.  Usually 
the  oedema  had  decreased  before  the  birth  of  the  child,  the 
anterior  lip  returning  to  its  normal  size  again  soon  after,  and 
there  was  never  any  return  of  the  oedema. 

The  striking  features  of  the  condition  seem  to  be  (i)  its 
sudden  onset,  no  warning  symptoms  being  given ;  (2)  the 
suddenness  with  which  it  disappears  ;  (3)  the  tendency  which 
it  has  to  come  and  go  during  pregnancy ;  (4)  the  absence  of 
pain ;  and  (5)  the  absence  of  any  difficulty  in  the  birth  of 
the  child. 

Seitz  quotes  an  interesting  case,  which  shows  how  suddenly 
the  oedema  can  occur,  and  also  illustrates  one  of  the  theories 
as  to  its  causation.  A  patient  of  his  (a  7-para)  was  walking 
along  the  street,  when  she  felt  something  protruding  from  her 
vulva.  She  went  to  a  lavatory,  and  seeing  a  reddish  mass 
protruding  rushed  to  the  midwife,  whom  she  had  engaged 
for  her  confinement.      The  midwife,  without  any  ado,  cut  off 
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the  protrusion  with  scissors,  this  treatment  naturally  causing 
a  large  amount  of  bleeding,  which  was  stopped  by  pressure 
and  plugging.  The  midwife  then  summoned  help  from  the 
maternity  clinique  with  the  following  note:  "Breech  case,  strong 
bleeding ;  placenta  has  been  delivered  before  child.  Urgent 
help  required."  Seitz,  on  arrival,  found  a  vertex  presentation 
with  the  head  beginning  to  engage  in  the  pelvis.  On  vaginal 
examination  he  found  a  mass,  the  size  of  a  small  fist,  with  an 
incision  on  its  under  surface ;  this  mass  he  found  to  be  the 
anterior  lip  of  the  cervix,  and  under  it  he  found  another  smaller 
mass,  which  seemed  to  have  similar  characteristics  coming  from 
the  posterior  lip  ;  he  again  packed  the  vagina  and  gave  an 
aperient,  as  he  found  that  the  bowels  had  not  moved  for  six 
days.  There  was  a  large  motion,  and  two  days  later  the 
swellings  had  almost  disappeared.  Nearly  three  weeks  later 
the  swellings  returned,  the  cause  being  thought  to  be  constipa- 
tion, as  the  patient's  bowels  had  again  not  moved  for  three 
days,  despite  strict  injunctions  to  make  them  move  daily. 
After  the  bowels  had  moved  the  swellings  disappeared  again. 
Nine  days  later  labour  began  and  finished  normally,  the  lips 
of  the  cervix  being  only  slightly  thickened  and  about  an 
inch  long. 

The  question  of  the  etiology  of  the  condition  is  very 
obscure,  but  has  been  gone  into  very  thoroughly  by  Jolly  in 
the  article  mentioned  before.  He  begins  by  stating  that  there 
are  four  causes  of  oedema  (i)  due  to  stagnation  of  blood; 
(2)  due  to  hindrance  to  the  outflow  of  lymph ;  (3)  accumulation 
of  capillary  secretion  ;  (4)  oedema  ex  vacuo.  He  then  proceeds 
to  eliminate  each  of  these  causes  until  he  arrives  at  the  third — 
the  accumulation  of  capillary  secretion,  which  he  believes  to 
be  the  cause.  He  considers  it  to  be  of  the  nature  of  an 
inflammatory  oedema,  which  may  be  caused  by  infection,  toxins, 
heat,  trauma  or  ischaemia,  and  to  be  of  the  nature  of  an  angio- 
neurotic oedema.  He  goes  on  to  say  that  it  fits  in  well  with 
known  cases  of  angio-neurotic  oedema  occurring  in  other  regions, 
in  so  far  as  it  appears  and  disappears  with  extreme  suddenness, 
it  occurs  first  in  the  mucosa  or  submucosa,  it  is  elastic,  causes 
no  pain,  and  leaves  no  relic  behind  it.  No  cause  for  angio- 
neurotic oedema  has  been  discovered,  but  it  may  be  due  to 
an  increased  secretion  of  lymph  by  the  capillary  cells,  or  to 
an  increased  permeability  of  the  vessel  walls ;  this  may  be 
nervous   in  origin,  but  is  more  probably  due  to  some  toxin, 
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probably  of  a  protein  nature,  as  angio-neurotic  (edema  of  other 
regions,  for  instance  the  face,  can  usually  be  traced  to  some 
article  of  food  which  had  been  eaten,  and  it  will  occur  as  often 
as  this  particular  food  or  constituent  of  the  food  is  eaten. 
Why,  therefore,  according  to  this  theory,  might  not  a  toxin  of 
pregnancy  cause  the  condition  ? 

Geyl  and  Seitz,  on  the  other  hand,  believe  in  the  stagnation 
of  the  blood  theory,  but  they  differ  regarding  their  ideas  as 
to  its  causation.  Thus  Geyl  thinks  it  is.  due  to  an  acute  kink 
between  the  lower  uterine  segment  and  the  cervix,  and  that 
the  slight  increase  of  abdominal  pressure  during  pregnancy 
exaggerates  the  defect.  In  this  way  the  branches  of  the 
uterine  artery  to  the  cervix  are  kinked,  the  venous  return 
interfered  with,  and  a  stasis  occurs  in  the  vessels  at  the  kink. 
Thus  the  blood-pressure  in  the  veins  of  the  cervix  is  increased 
and  oedema  occurs.  This  theory  is  attacked  by  Jolly  on  three 
points  :  first,  that  in  none  of  Geyl's  cases  was  a  kink  demon- 
strated ;  second,  that  it  would  be  difficult  to  understand  why 
the  anterior  lip  was  alone  affected  in  several  cases,  and  third, 
why  the  condition  should  be  so  intermittent.  Seitz,  taking 
his  own  case  as  his  text,  thinks  that  the  stagnation  is  due  to 
constipation,  which  interferes  with  the  venous  return. 

Geyl's  theory  is  the  one  which  appeals  most  to  me 
personally,  because  the  cedema,  in  my  own  case,  might  easily 
have  been  caused  by  kinking  of  the  lower  uterine  segment  on 
the  cervix,  as  the  abdomen  was  pendulous  before  labour  began, 
and  with  the  increased  abdominal  pressure  during  labour  the 
oedema  might  have  been  produced.  The  points  against  the 
angio-neurotic  theory  seem  to  be  that  none  of  the  collected 
cases  have  complained  of  angio-neurotic  cedema  elsewhere  at 
any  other  time,  that  there  was  apparently  no  toxaemia  present 
in  any  of  the  cases,  and  that  the  condition  had  never  occurred 
during  any  previous  pregnancy.  Surely,  if  it  were  angio- 
neurotic in  origin,  one  would  have  expected  it  to  have  occurred 
most  commonly  in  a  first  pregnancy,  when  a  woman  seems 
most  liable  to  a  toxaemia,  but  there  is  no  case  quoted  of  its 
occurrence  in  a  primipara,  and  most  of  the  women  had  had 
several  children  previously.  From  that  one  might  infer  that 
flabbiness  of  the  uterus  and  the  abdominal  wall  might  be 
prevailing  influences.  If  that  were  the  case  then  the  anterior 
lip  would  be  the  place  where  most  kinking  would  occur,  and 
thus  the  reason   is  given  why  it  should  be  affected   in    some 
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cases  without  any  oedema  of  the  posterior  hp.  Also  the 
intermittency  of  the  condition  might  be  due  to  the  variation 
of  the  abdominal  pressure  at  different  times,  marked  constipa- 
tion increasing  the  chance  of  oedema. 

It  is  interesting  to  note  that  the  case  which  I  have  brought 
to  your  notice  to-night  differs  from  the  others  described  in 
the  literature,  in  that  the  oedema  did  not  occur  until  labour 
had  begun,  the  patient  never  having  complained  of  any  dis- 
comfort or  swelling  in  her  vagina  previously,  and  certainly  on 
the  day  previous  to  labour  there  was  nothing  abnormal  felt. 
Unfortunately,  the  students  arrived  after  the  birth  of  the  child, 
so  it  is  impossible  to  tell  when  the  oedema  first  made  its 
appearance,  but  certainly  it  was  present  before  the  birth  of 
the  placenta. 

Since  writing  this  paper  I  have  seen  another  somewhat 
similar  case,  which,  perhaps,  may  shed  some  light  on  the 
causation  of  the  condition.  This  patient  was  thirty-four  years 
of  age  and  was  five  months  pregnant,  this  being  her  fifth 
pregnancy.  She  was  complaining  of  being  unable  to  walk 
owing  to  something  protruding  from  her  vulva,  and  also  of 
a  very  abundant  thick  yellow  discharge. 

On  examination  I  found  the  anterior  lip  of  the  cervix  to 
be  very  much  hypertrophied,  and  as  this  was  associated  with 
a  slight  degree  of  prolapse,  it  protruded  from  the  vulva  with 
the  slightest  straining.  Her  discomfort  was  so  great  that  she 
begged  me  to  do  something  to  relieve  her.  I  accordingly 
operated  and  removed  the  main  mass  of  the  hypertrophied 
anterior  lip  of  the  cervix,  and  had  the  amputated  portion 
examined  microscopically.  It  was  found  that,  besides  showing 
a  marked  lymphangiectatic  condition,  it  also  contained  many 
large  masses  of  decidual  cells.  Now,  though  decidual  cells  are 
found  sometimes  in  the  cervix  during  pregnancy,  it  seems  to 
be  very  unusual  to  find  them  in  such  numbers.  This  has 
caused  me  since  to  wonder  if  the  decidual  reaction  might 
not  have  had  something  to  do  with  the  production  of  the 
marked  hypertrophy,  and  if  the  condition  had  been  allowed 
to  continue  throughout  the  whole  pregnancy  might  not  an 
acute  oedema  of  the  anterior  lip  have  resulted  ? 


26 


(Edema  of  Anterior  Lip  of  Cervix 

Discussion. 

Dr  Ballaiityne  said  that  the  condition  descril)ed  was  a  rare  one, 
and  Dr  Haultain  had  gone  over  the  main  points  very  fully.  They 
were  all  aware  of  the  (jcdematous  condition  of  the  anterior  lip  of  the 
cervix  which  frequently  occurred  in  labour ;  but  that  was  very 
different  from  the  state  Dr  Haultain  had  been  describing.  Most 
of  them  also  were  aware  of  the  fact  that  the  prolapsed  uterus  showed 
oedema  of  the  cervix  lying  outside,  an  oedema  so  great  as  to  cause 
the  tissue  to  tear  like  wet  blotting-paper ;  but  there  was  something 
quite  special  and  peculiar  about  the  cedema  Dr  Haultain  had  just 
described — something  which  rather  puzzled  one,  both  by  its  degree 
and  its  transitory  character.  The  recorded  cases  were  very  few ;  up  to 
1912  only  ten  cases  or  so  had  been  recorded,  and  a  few  since.  The 
geographical  distribution  of  these  cases  was  curious ;  there  were  two 
in  Finland,  one  in  Poland,  one  in  Sweden,  and  one  in  Switzerland. 
Had  they  occurred  in  the  nearer  countries  and  been  published  in 
English,  French,  or  German,  one  might  have  been  more  on  the 
lookout  for  them.  Possibly  these  cases  were  not  so  rare  as  might 
be  supposed. 

One  case  had  occurred  associated  with  placenta  prsevia,  a  fact 
which  perhaps  had  to  do  with  the  high  degree  of  oedema.  In  several 
instances  it  had  occurred  twice  (as  in  Paddock's  case),  and  once  three 
times  in  the  same  woman.  Now  if  it  be  so  rare,  then  its  occurrence 
twice  in  the  same  patient  would  seem  to  point  to  a  definite  and  dis- 
coverable cause  in  that  woman ;  Dr  Haultain  should  keep  his  eye  on 
this  particular  patient.  Dr  Ballantyne  also  suggested  that  the  pendulous 
abdomen  might  account  for  the  suddenness  and  extreme  degree  of 
swelling  ;  he  hardly  thought  the  angio-neurotic  theory  was  sufficient. 
He  feared,  however,  that  they  had  not  yet  much  light  upon  the 
causation  of  this  state.  He  wondered  if  the  curious  condition  of 
acute  oedema  seen  sometimes  in  the  perineum,  as  the  head  was 
pressing  on  it  in  labour,  had  any  connection  with  this  morbid  state 
of  the  cervix.  He  thought  the  perineal  oedema  was  common  when 
the  foetal  head  came  down  obliquely  on  the  tissues. 

Dr  Haig  Ferguson  said  he  had  never  himself  seen  such  a  case 
as  Dr  Haultain  had  described,  although  he  had  seen  several  cases  of 
prolapse  in  pregnancy  and  labour,  with  hypertrophy  and  oedema  of  the 
cervix.  In  such  cases  he  had  always  kept  the  women  in  bed,  and  it 
had  settled  down  without  any  operative  interference,  and  time  and 
again  he  had  been  struck  with  the  way  the  thickened  cervix  softened 
and  dilated  after  labour  had  begun.  He  had  never  failed  to  deliver  in 
such  cases  with  careful  application  of  forceps,  even  when,  to  begin 
with,  the  condition  looked  most  unpromising.  Dr  Ferguson  thought 
it  rather  dangerous  to  amputate  the  cervix,  or  even  a  part  of  it,  in  a 
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pregnant  woman,  and  he  was  interested  to  hear  that  I)r  Haultain  had 
done  it  with  impunity.  The  presence  of  decidual  cells  in  the 
substance  of  the  cervix  struck  him  as  remarkable.  He  had  been  very 
much  impressed  with  the  paper,  and  agreed  that  Dr  Haultain  should 
keep  his  eye  on  the  woman,  and  watch  developments  should  she 
become  pregnant  again. 

The  President  said  that  he  had  never  seen  such  a  case,  and  thought 
the  record  of  it  a  most  interesting  one.  The  features  of  the  condi- 
tion seemed  to  be  the  sudden  appearance,  the  exceptionally  large  size 
of  the  lip  of  the  cervix,  and  then  the  very  rapid  disappearance — the 
whole  condition  lasting  only  a  number  of  hours.  Dr  Munro  Kerr,  in 
referring  to  the  subject,  laid  stress  on  the  question  of  strain  and  also 
on  the  presence  of  constipation,  but  apparently  the  etiology  was 
rather  obscure.  On  behalf  of  the  Society,  the  President  congratulated 
Dr  Haultain  on  his  paper. 

In  reply,  Dr  Haultain  said  he  did  not  think  these  cases  were  so 
rare  as  the  literature  made  them  appear,  as  perhaps  some  cases  did 
not  come  into  literature.  Dr  Haultain  emphatically  said  that  he 
would  not  have  amputated  the  cervix  had  not  the  woman  beseeched 
him  to  do  so.  She  had  great  pain,  discharge,  and  discomfort,  and  could 
not  carry  on  with  the  cervix  as  it  was,  and  it  was  only  after  many 
entreaties  from  her  that  he  removed  it.  There  was  not  much 
bleeding. 
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NOTE  ON   A  CASE  OF   CONCEALED   ACCIDENTAL 
HAEMORRHAGE  TREATED  BY  HYSTERECTOMY.^ 

By  Dr  W.  FORDYCE  and  Ur  R.  W.  JOHNSTONE. 

Two  years  ago  we  communicated  to  the  Society  a  short  report 
of  a  case  of  concealed  accidental  haemorrhage  which  had  come 
under  our  care  in  the  Maternity  Hospital. 

As  the  condition  is  perhaps  the  most  serious  complication  of 
pregnancy,  and  of  comparative  rarity,  we  think  it  right  to  put  on 
record  a  short  account  of  a  second  case  which  recently  came 
under  our  conjoint  care. 

This  second  case,  though  similar  in  many  ways  to  the  one 
previously  recorded,  presents  certain  features  which  are  of 
special  clinical  interest  and  importance. 

Case — Report  by  Dr  Fordyce. — The  patient,  Mrs  F.,  aged  34, 
was  seven  and  a  half  months  pregnant.  She  had  previously  given 
birth  to  four  children.  I  had  seen  her  at  her  first  labour,  in  consultation, 
on  account  of  a  severe  eclampsia.  Her  urine  then  was  loaded  with 
albumen ;  she  was  very  deeply  comatose,  with  a  high  blood  pressure, 
and  by  the  time  I  saw  her,  had  had  eight  fits  in  rapid  succession. 
I  considered  it  a  very  bad  and  rather  hopeless  case,  but  she  made 
a  good  recovery.  The  child  was  dead  when  born.  The  albumen 
rapidly  and  completely  disappeared. 

In  each  of  the  three  subsequent  pregnancies  she  developed 
albuminuria  at  about  the  sixth  month,  but  the  condition  was  kept 
under  control  by  careful  dieting,  and  in  none  did  she  develop 
eclampsia.  She  went  to  full  time  in  each  case,  and  the  children  were 
all  born  alive  and  healthy,  and  in  each  case  the  albumen  completely 
disappeared  very  shortly  after  the  labour. 

During  the  fifth  pregnancy,  the  one  which  is  the  subject  of  this 
note,  her  urine  had  been  repeatedly  examined  by  her  doctor,  and  no 
albumen  was  ever  found.  The  date  of  the  last  analysis  was  the 
22nd  of  September  1922.  The  following  day  she  went  on  a  week's 
holiday  to  Fife.  She  returned  on  the  29th,  and  was  apparently  in 
perfect  health. 

On  the  morning  of  ist  October  she  was  awakened  by  severe 
abdominal  pain,  accompanied  by  sickness.  Dr  Mackintosh  of  Trinity, 
who  was  called  to  see  her,  found  her  in  great  agony,  but  with  a 
slow  pulse.  The  pain  was  chiefly  over  the  appendix  region,  though 
the  whole  abdomen  was  tender.     Her  temperature  was  subnormal. 

'  Read  loth  January  1923. 
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From  the  suddenness  and  acuteness  of  her  symptoms  he  diagnosed 
a  rupture  of  some  internal  viscus  or  the  appendix,  and,  as  the  patient 
was  evidently  very  seriously  ill,  he  had  her  removed  to  a  nursing  home, 
where  I  was  called  to  see  her  at  6  a.m. 

My  first  impression — and  as  it  proved  later,  this  was  correct — was 
that  the  patient  was  suffering  from  a  concealed  haemorrhage.  She 
was  pale  and  had  an  agonised,  anxious  look.  In  fact,  she  told  me  that 
if  I  did  not  do  something  at  once  she  would  die.  There  was  no 
oedema,  no  temperature,  and  the  puzzling  feature  was  that  her  pulse 
was  only  88,  and  apart  from  her  pallor  there  were  no  others  of  the 
usual  signs  of  haemorrhage  present.  Dr  Mackintosh  told  me  that 
naturally  she  was  pale  and  anaemic-looking. 

She  was  rather  stout,  so  that  it  was  difficult  to  estimate  the  degree 
of  the  tension  of  the  uterus,  and  it  was  very  difficult  also  on  this 
account,  and  on  account  of  the  abdominal  tenderness,  to  define 
accurately  the  size  of  the  pregnant  uterus. 

On  vaginal  examination  the  os  was  quite  closed  and  abnormally 
rigid  for  the  period  of  pregnancy  reached — i.e.,  seven  to  seven  and  a 
half  months.  To  sooth  her  sufferings  some  morphia  was  given,  and 
Dr  Johnstone  was  called  to  come  and  see  the  case  along  with  me. 

In  the  meantime  a  catheter  was  passed.  About  8  oz.  of  darkly- 
stained  urine  were  drawn  off,  which  on  testing  proved  to  be  practically 
solid  with  albumen.  This,  along  with  the  slow  pulse,  the  sickness, 
and  the  fact  that  now  the  pain  seemed  to  be  more  localised  to  the 
epigastric  region,  made  me  less  certain  than  ever  of  my  original 
diagnosis — that  I  had  to  do  with  a  case  of  concealed  haemorrhage. 

And  this  for  the  following  reason.  I  had  previously  seen  two 
cases  of  eclampsia  in  which  the  epigastric  pain  before  the  fits 
developed  had  been  so  very  marked  as  in  both  cases  to  lead  to  a 
diagnosis  of  perforation  of  a  gastric  ulcer.  In  the  one  case  the 
patient  developed  eclamptic  fits  while  the  question  of  operation  was 
being  considered;  and  in  the  other  case  the  patient  was  actually 
operated  on  in  the  Royal  Infirmary,  Edinburgh,  for  this,  and  only 
when  fits  developed  six  hours  later,  and  I  was  asked  to  see  her, 
was  the  real  nature  of  the  epigastric  pain  cleared  up. 

When  Dr  Johnstone  saw  the  patient  he  was  of  the  opinion, 
with  which  I  agreed,  that,  taking  all  these  facts  into  consideration, 
especially  the  slow  pulse,  it  would  be  wise  to  delay  any  operative 
measures  such  as  I  had  at  first  intended,  and  to  treat  the  case  as 
one  of  impending  eclampsia.  This  was  done,  and  the  patient  seemed 
to  improve  at  first.  In  two  hours,  however,  her  pulse  rate  had 
steadily  increased,  and  by  9  o'clock  there  was  a  brownish  hsemorrhagic 
discharge  from  the  vagina.  We  saw  her  again  then,  when  it  was 
clear  that  the  original  diagnosis  was  correct. 
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In  view  of  the  patient's  condition,  the  rigidity  of  the  cervix, 
and  the  probable  condition  of  the  muscle  fibres  of  the  uterus,  attempt 
at  delivery  per  vias  natiirales  was  out  of  the  question,  so  preparations 
were  hurriedly  made  for  abdominal  section.  Before  these  were  finished 
there  was  a  very  copious  vaginal  haemorrhage,  and  as  the  patient 
lay  on  the  operating  table  it  welled  up  over  the  symphysis  pubis. 

On  opening  the  abdomen  there  was  found  present  a  considerable 
quantity  of  blood-stained  serum.  The  uterus,  which  did  not  seem 
unduly  tense,  probably  on  account  of  the  very  free  external  haemorrhage 
which  had  taken  place  and  which  was  still  going  on,  presented  the 
appearances  characteristic  of  a  concealed  haemorrhage.  It  was  of 
a  bluish  or  purplish  colour,  not  unlike  that  of  an  ovarian  cyst  with  a 
twisted  pedicle,  with  numerous  hoemorrhagic  patches  in  its  less 
deeply  coloured  parts.  On  the  right  side  this  hcemorrhagic  dis- 
coloration was  most  marked,  and  there  was  a  large  hcematoma  in 
the  right  broad  ligament,  which  seemed  to  extend  sub-peritoneally 
deeply  into  the  pelvis. 

We  decided  that  to  remove  the  uterus  and  contents  en  bloc  would 
give  the  patient  the  best  chance.  A  Caesarean  section  would  only 
have  been  attended  by  further  hemorrhage,  and  the  condition  of  the 
uterus  was  such  that  it  was  impossible  for  it  to  retract  afterwards. 
Moreover,  it  was  obvious  that  the  child  must  have  succumbed. 

A  supra-vaginal  hysterectomy  was  rapidly  performed  with  the  loss 
of  very  little  blood.  The  only  difficulty  we  had  was  in  dealing  with 
the  vessels  on  the  right  side,  where,  as  I  have  stated,  there  was  a  large 
sub-peritoneal  hsematoma. 

The  patient  was  put  to  bed  in  an  exceedingly  collapsed  condition, 
and  had  she  died  then  one  would  not  have  been  at  all  surprised. 
Under  the  ordinary  treatment — saline  transfusion,  etc. — however,  she 
gradually  rallied. 

At  the  end  of  a  week  there  seemed  every  hope  of  her  making  a 
complete  recovery.  Her  bowels  had  moved,  her  temperature  was 
normal,  her  pulse  though  rapid  had  greatly  improved,  and  her  kidneys 
were  secreting  freely,  and  in  four  days  after  the  operation  the  urine  was 
completely  free  of  albumen. 

Unfortunately  she  developed  a  bad  stitch  abscess,  due,  I  am  afraid, 
to  a  too  hurried  abdominal  preparation  for  the  operation.  This  was 
followed  by  a  phlebitis  and  phlegmasia  alba  dolens  of  both  legs.  Later 
she  developed  a  parotitis — all  doubtless  septic  in  origin.  She  seemed 
to  get  over  each  of  these  serious  complications  in  turn,  and  it  had 
been  arranged  that  she  was  to  go  home  with  her  nurse,  when  she 
suddenly  became  very  ill  and  died  exactly  six  weeks  after  her  operation, 
from  what  I  think  must  have  been  a  slowly  developing  thrombosis  of 
the  pulmonary  artery. 
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Personally,  I  never  regretted  so  much  the  death  of  any  patient.  I 
have  a  very  strong  feeling  that  had  she  been  operated  on  sooner  we 
might  have  saved  her.  The  delay  in  the  operation  may  be  open  to 
criticism  in  the  light  of  subsequent  developments,  but  at  the  time  it 
was  an  exceedingly  difficult  matter  to  decide. 

Pathological  Report  by  Dr  R.  W.  Johnstone. — Before  describing 
the  present  specimen,  it  may  be  interesting  to  recall  very  briefly  the 
somewhat  similar  specimen  which  we  brought  before  the  notice  of  the 
Society  in  March  1921.  As  you  will  see  from  the  lantern-slide,  there 
was  a  very  deep  congestion  of,  and  extravasation  of  blood  into,  the 
superficial  part  of  the  anterior  wall  of  the  uterus,  most  marked  around 


Fig.  I. — Section  of  Uterine  Wall  under  low 
power,  showing  extensive  haemorrhages 
between  the  muscle  bundles. 


Fig.  2.  -Section  of  another  portion  of  Uterine 
Wall  under  high  power,  showing  degener- 
ation and  fragmentation  of  muscle  fibres, 
as  well  as  oedema  and  haemorrhage. 


the  region  of  the  right  cornu.  There  was  no  Assuring  of  the  peritoneum. 
On  horizontal  section  there  were  obvious  hemorrhages  in  the  muscular 
wall,  which,  over  the  area  corresponding  to  the  deepest  superficial 
coloration,  were  most  evident  towards  the  peritoneal  aspect. 

Microscopically,  the  muscular  wall  in  the  affected  areas  was  ploughed 
up  by  hsemorrhage,  the  muscular  fibres  showing  all  stages  of  degenera- 
tion.    There  was  thrombosis  in  the  veins  of  the  uterine  wall. 

The  placenta  showed  varying  degrees  of  infarction,  mostly  recent 
infarction,  but  in  some  areas  more  advanced  stages  of  the  process. 

In  the  present  specimen  there  was  a  somewhat  similar  appearance. 
There  was  a  diffuse  congestion  and  discoloration  over  the  whole 
surface,  giving  the  uterus  an  appearance  not  unlike  that  of  a  twisted 
ovarian  tumour,  and  in  the  cornual  regions  there  was  actual  extravasa- 
tion of  blood  under  the  peritoneal  coat.     There  was  no  Assuring  of  the 
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peritoneum.  The  whole  uterus  was  hardened  with  the  foetus  i7i  situ, 
and  after  a  fortnight  or  three  weeks  had  elapsed  it  was  opened  by  a 
mesial  incision  and  the  foetus  removed.  As  you  will  observe  from  the 
lantern-slide,  the  incision  passed  through  the  placenta,  almost  the 
whole  of  which  had  been  detached,  revealing  the  presence  of  a  large 
blood  clot  behind  it,  some  of  it  recent,  most  of  it  older.  On  micro- 
scopic examination  the  separated  portion  of  the  placenta  shows  the 
signs  of  infarction — crowding  and  congestion  of  the  villi  and  coagulation 
in  the  intervillous  spaces.  Sections  through  the  uterine  wall  show 
very  characteristic  changes.  In  many  areas  the  whole  muscular 
structure  of  the  wall  is  ploughed  up  by  the  escape  of  blood  from  the 
vessels.  There  are  large  haemorrhages  separating  the  muscle  bundles 
in  some  areas,  while  in  others  the  heemorrhages  are  smaller  and  have 
caused  separation  of  the  individual  muscle  fibres.  In  these  areas 
there  is  considerable  degeneration  of  the  muscle  fibres,  varying  in 
degree,  but  showing  itself  for  the  most  part  in  the  loss  of  nuclear 
staining.  Here  and  there  there  is  some  fragmentation  of  the  muscle 
fibres,  which  have  a  clear  hyaline  appearance.  In  some  sections  there 
is  distinct  evidence  of  a  minor  degree  of  leucocytic  infiltration  and  of 
degenerative  changes  in  the  decidua. 

The  destructive  and  degenerative  changes  in  the  uterine  wall  are 
naturally  most  marked  in  the  neighbourhood  of  the  placental  site,  but 
are  not  restricted  to  it.  Sections  taken  through  the  wall  of  the  uterus 
on  the  opposite  side  also  show  haemorrhages  into  the  muscular 
substance  and  some  degree  of  muscular  degeneration. 

All  of  these  changes  are  characteristic  of  this  condition,  and  were 
recognised  as  such  in  the  admirable  summary  of  the  literature  of  the 
subject  made  by  the  late  Dr  Gordon  Ley  before  the  Royal  Society  of 
Medicine  in  December  1920.  They  do  not  of  themselves  throw  any 
clear  light  on  the  question  as  to  the  exact  relationship  between 
concealed  accidental  haemorrhage  and  albuminuria,  but  it  seems 
desirable  to  place  on  record  a  description  of  as  many  such  cases  as 
possible  in  order  that  we  may  accumulate  material  for  further  study. 
This  was  the  main  reason  for  our  recording  the  case  to-night. 

Discussion. 

Dr  Haig  Ferguson  had  never  had  the  opportunity  of  seeing  a  case 
of  accidental  haemorrhage  producing  such  changes  in  the  uterus  as  the 
one  which  was  shown  that  evening,  and  wondered  whether  such  cases 
could  have  recovered  if  they  had  been  treated  in  the  ordinary  way.  It 
seemed  almost  impossible  that  a  uterus  could  recover  after  such  an 
immense  amount  of  haemorrhage  into  its  walls  and  disintegration  of  the 
muscular  tissue.  From  the  clinical  point  of  view  he  thoroughly 
appreciated  the  difficulty  which  Dr  Fordyce  had  in  diagnosing  the 
OBST.  33  c  2 


W.    Fordyce  and   R.   W.  Johnstone 

case.  This  was  a  case  of  accidental  haemorrhage  associated  with 
albuminuria,  but  it  was  to  be  remembered  that  a  large  number  of 
accidental  h?emorrhages  are  associated  with  no  albuminuria  at  all,  and 
that  there  is  no  toxic  condition.  It  was  Whitridge  Williams  who  first 
called  attention  to  this  severe  variety  of  accidental  haemorrhage,  and 
who  first  illustrated  the  condition.  Dr  Gordon  Ley  had  summarised 
all  these  cases  very  completely  in  a  recent  paper  to  the  Royal  Society 
of  Medicine.  In  such  cases  as  the  one  just  demonstrated  there  was 
only  one  way  in  which  it  could  possibly  be  treated,  namely,  by 
hysterectomy,  and  so  far  as  the  operation  went  it  had  on  this  occasion 
proved  very  successful.  It  was  most  unfortunate  that  the  patient 
should  have  ultimately  died  so  long  after  the  operation,  but  this  was 
not  due  to  any  fault  in  the  treatment.  Even  if  the  operation  had  been 
done  earlier,  as  Dr  Fordyce  had  suggested,  it  would  not,  he  thought, 
have  made  any  material  difference  to  the  result.  This  was  the  third 
case  of  the  kind  which  had  come  up  recently  before  the  Society^  and 
they  would  require  to  have  a  good  many  more  cases  to  enable  them  to 
form  an  estimate  of  what  really  was  the  best  course  to  pursue  in  the 
circumstances. 

Professor  B.  P.  Watson  said  that  this  was  a  valuable  contribution 
to  the  literature  of  accidental  haemorrhage,  both  from  the  clinical  and 
pathological  standpoint.  The  first  point  that  emerged  in  the  history 
of  the  case  was  the  difficulty  of  knowing  the  cause  of  the  severe 
epigastric  pain.  The  patient  had  albunien  in  the  urine,  and  the 
knowledge  that  the  fulminating  type  of  eclampsia  was  ushered  in  by 
such  pain  added  greatly  to  the  difficulty  of  the  diagnosis.  He  recalled 
one  case  where  a  diagnosis  of  ruptured  duodenal  ulcer  was  made,  and 
which  proved  to  be  a  case  of  eclampsia  by  the  incidence  of  a  convulsion. 

As  regards  the  condition  of  the  uterine  wall  in  those  cases  of 
accidental  haemorrhage,  there  seemed  to  be  no  doubt,  as  was  first 
pointed  out  by  Whitridge  Williams,  that  there  was  more  than  a  mere 
separation  of  the  placenta ;  that  there  was  an  extensive  breaking  up  of 
the  underlying  uterine  wall  by  haemorrhage.  In  three  cases  of 
spontaneous  rupture  of  the  uterus  in  the  first  stage  of  labour  an 
exactly  similar  condition  of  the  uterine  wall  was  found :  two  of  those 
had  been  described  by  his  assistant,  Dr  W.  A.  Scott.  He  could  not 
help  thinking  that  there  was  a  common  cause  underlying  cases  of 
accidental  hsemorrhage  and  spontaneous  rupture  of  the  uterus.  The 
most  likely  explanation  of  the  two  conditions  was  that  the  lesion  was 
of  the  nature  of  an  infarct ;  that  for  some  reason  the  blood  supply  to 
one  part  of  the  uterine  wall  was  cut  off,  with  resulting  haemorrhage  in 
the  part  supplied  by  that  vessel.  If  the  area  happened  to  be  under 
the  placental  site,  separation  of  the  placenta  would  result  and  the 
patient   suffer   from   accidental    haemorrhage.     If  it  were    in  an  area 

34 


Haemorrhage  treated  by   Hysterectomy 

removed  from  the  placenta,  a  spontaneous  rupture  of  the  uterus  might 
result. 

Dr  Young  said  that  the  clinical  description  was  a  masterpiece,  and 
the  sort  of  description  they  were  accustomed  to  have  from  Dr  Fordyce. 
He  recalled  two  cases,  one  particularly,  where  the  patient  on  admission 
to  hospital  had  symptoms  very  similar,  and  one  was  tempted  to 
delay  before  submitting  the  patient  to  operation,  and  where  delay 
was  probably  responsible  for  the  death  of  the  patient.  The  pathology 
of  this  subject  opened  up  tremendously  important  and  fascinating 
possibilities,  but  Dr  Young  refrained  then  from  entering  fully  into  the 
views  which  he  had  formulated  in  regard  to  the  relationship  which 
exists  between  the  local  lesion  and  the  toxaemia.  It  is  a  subtle 
problem,  as  everybody  admits.  You  have  the  patient  perfectly  well  in 
this  case,  no  evidence  of  toxaemia  within  a  week  of  her  disaster, 
and  apparently  quite  well  until  the  stage  immediately  preceding  it, 
and  then  all  at  once  struck  down  with  this  toxasmia  and  very  marked 
local  lesion.  It  was  that  sudden  combination,  and  sudden  issue  of  it, 
which  first  led  him  to  the  view  that  the  lesion  itself  might  in  some 
way  or  other  play  a  part  in  producing  the  general  features  which 
one  has  learned  to  recognise,  and  that  view  seemed  to  be  confirmed 
by  the  fact  that  invariably  one  discovered  lesions  never  described 
before,  namely,  a  massive  necrosis  of  the  placental  tissue.  The 
placenta  is  peculiarly  situated  in  the  economy  of  the  woman,  in  so 
far  as  it  is  practically  a  large  organ  bathed  by  circulating  blood.  It  is 
not  an  unreasonable  interpretation  of  phenomena  to  assume  that 
where  you  have  a  large  area  of  disintegrating  cells  practically  in  the 
blood  stream,  it  might  conceivably  be  responsible  for  the  flooding  of 
the  system  with  some  extremely  toxic  substance.  The  other  point 
of  view,  that  the  local  lesion  is  a  manifestation  of  a  general  condition, 
is  extremely  difficult  to  fit  in  with  the  ascertained  facts,  as  far  as  one 
can  assess  them  at  their  proper  value.  In  many  cases,  as  Dr  Haig 
Ferguson  says  in  the  majority  of  cases,  there  is  no  evidence  of 
toxaemia.  Statistics  seem  to  show  that  in  half  of  the  cases  there  is 
no  toxaemia.  Therefore  it  seems  fairly  reasonable  to  assume  that  the 
toxaemia  is  not  a  necessary  element  in  the  production  of  accidental 
haemorrhage,  and  that,  as  many  of  you  know,  is  one  reason  we  advanced 
in  supporting  the  views  which  we  have  formulated. 

Dr  H.  S.  Davidson  said  that  the  point  which  had  struck  him  most 
forcibly  was  the  intense  suddenness  of  the  condition,  and  the  enormous 
disintegration  produced.  One  would  expect  it  to  be  much  more 
gradual.  Some  mechanical  factor  must  be  to  blame  for  the  tearing 
apart.  In  his  own  cases  similar  to  this,  his  impression  had  been  that 
there  must  be  some  tremendous  thrombosis  cutting  off  the  venous 
return.     The  President  had  said  that  the  first  thing  which  had  struck 
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him  was  with  regard  to  the  slow  pulse  in  the  case  of  haemorrhage. 
Dr  Davidson,  however,  remembered  when  he  was  resident  with 
Professor  Greenfield,  the  latter  had  always  insisted  that  in  many 
cases  of  haemorrhage  the  pulse  was  slow,  and  he  had  always  taught 
his  students  to  expect  this. 

From  the  clinical  point  of  view  this  case  had  been  most  instructive. 
In  all  cases,  of  course,  if  a  child  was  likely  to  live,  one  was  anxious 
to  save  the  child  and  also  the  uterus.  Dr  Davidson  had  had  no  case 
of  accidental  haemorrhage  in  which  they  had  opened  the  uterus, 
and  it  must  be  very  difficult  to  know  whether  to  do  hysterectomy  or  to 
leave  the  uterus  behind.  If  the  uterine  muscle  is  destroyed,  naturally 
it  will  not  contract,  and  one  would  do  hysterectomy,  but  if  the 
uterus  were  not  so  damaged,  one  would  naturally  leave  it.  The 
difficulty  must  be  to  know  what  is  the  condition  of  the  muscle, 
and  one  cannot  possibly  tell  this  by  the  ordinary  examination  at 
the  time  of  the  operation.  Dr  Davidson  desired  to  know  what  Dr 
Fordyce's  opinion  was,  and  whether,  even  if  the  muscle  was  not 
very  much  destroyed  by  hemorrhage,  he  would  be  inclined  to  do 
hysterectomy. 

In  reply  Dr  Fordyce  said  that  they  had  brought  this  paper  forward 
really  as  a  matter  of  interest—  to  confess  one's  failure  as  much  as 
anything — and  Dr  Ferguson  was  very  kind  to  say  that  he  thought 
possibly  the  patient  would  have  died  in  any  case.  Dr  Fordyce  was 
afraid,  however,  that  the  fact  that  the  operation  was  delayed  simply 
meant  that  the  patient  lost  so  much  blood  both  internally  and  externally 
that  she  was  unable  to  resist  the  sepsis  which  developed  in  the  wound, 
and  which  would  not  have  taken  place  had  the  operation  been  earlier. 
As  regards  Dr  Lackie's  question,  they  had  considered  the  dilating  of 
the  uterus  from  below,  but  as  the  patient  had  collapsed  they  had 
decided  to  open  the  abdomen.  The  only  hope  seemed  to  be  to 
get  the  haemorrhage  stopped  in  the  quickest  way  possible. 

Dr  Johnstone  added  that  he  was  satisfied  that  their  paper  had  served 
its  purpose  in  eliciting  the  interesting  discussion.  He  was  particularly 
interested  in  Professor  Watson's  references  to  the  histological  findings 
in  cases  of  spontaneous  rupture  of  the  uterus,  and  he  thought  that 
the  work  mentioned  would  have  to  be  taken  into  reckoning  in  any 
future  consideration  of  the  subject  of  concealed  accidental  haemorrhage. 
He  confessed  that  he  did  not  know  exactly  where  Dr  Young  now 
stood  in  relation  to  this  problem,  but  his  own  feeling  was  that 
there  was,  as  suggested  by  both  Dr  Davidson  and  Dr  Young,  a 
thrombosis  in  some  of  the  larger  vessels  (probably  the  ovarian), 
preceding  and  leading  up  to  the  changes  in  the  wall  of  the  uterus. 
He  thought  that  very  likely  this  thrombosis  was  toxic  in  origin,  and  if 
so  the  problem  was  to  find  this  toxin. 
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Fifty  years  ago  Emil  Noeggerath^  published  a  work  that  was 
destined  to  revolutionise  the  views  of  the  medical  world  regard- 
ing the  clinical  significance  of  gonorrhoea  in  the  female.  His 
opinions  were  in  some  respects  exaggerated,  but  he  put  on 
record  many  remarkably  accurate  and  wide-reaching  clinical 
observations.  He  was  the  first  to  insist  that  inflammation  of 
the  uterus  and  appendages  was  the  direct  result  of  gonorrhoea  ; 
that  the  condition  was  very  intractable  to  treatment ;  that  it 
often  remained  latent  for  months  or  years  before  causing  severe 
complications ;  that  it  led  to  subsequent  sterility ;  and  that 
where  pregnancy  did  occur  in  association  with  it,  the  subsequent 
labour  was  often  followed  by  sepsis. 

Following  on  the  discovery  of  the  gonococcus  by  Neisser  ^  in 
1879,  many  of  the  clinical  observations  of  Noeggerath  were 
confirmed,  and  the  aetiological  relationship  between  the  initial 
gonorrhoea  and  the  later  salpingitis,  oophoritis,  and  pelvic 
peritonitis  established. 

With  this  knowledge  available  for  the  past  fifty  years,  it  is 
remarkable  that  there  are  an  appreciable  number  of  practising 
physicians  and  surgeons  who  still  consider  and  treat  gonococcal 
infection  in  the  female  as  a  vaginal  lesion  only,  and  rarely 
examine  any  other  part  of  the  genital  tract  for  diagnostic 
information. 

The  regions  initially  infected  in  gonorrhoea  of  the  female 
are  the  urethra  and  the  cervix.  Not  infrequently  both  are 
infected  simultaneously.  Menge,^  quoting  the  combined 
statistics  of  Bumm  and  five  other  workers,  found  the  cervix 
was  involved  in  80  per  cent,  of  acute  cases  and  in  95  per  cent, 
of  chronic  cases.  Based  on  the  same  statistics  he  found  the 
urethra  involved  in  95  per  cent,  of  acute  cases  and  in  30  per 
cent,  of  chronic  cases. 

From  my  own  observations  in  quite  50  per.  cent,  of  cases, 
both  are  attacked  simultaneously,  and  the  percentage  of  cervical 
infections   is  even  greater  as  the  primary  focus  in  the  parous 

*  Read  loth  January  1923. 
37 


David   Lees 

woman.  Urethral  infections  secondary  to  cervical  are  more 
common  than  the  reverse  process. 

Subsequent  to  puberty  and  in  the  adult,  gonococcal  vaginitis  is 
a  comparatively  rare  disease,  the  majority  of  the  cases  occurring 
among  pregnant  women  and  during  the  puerperium.  Vaginitis 
does  occur  in  association  with  gonorrhoea  ;  but  in  the  adult  it  is 
a  secondary  infection,  the  result  of  irritation  by  the  constant 
discharges  from  the  upper  genital  tract,  and  the  vaginal  dis- 
charge does  not,  except  in  very  gross  cases,  contain  the  gono- 
coccus  when  examined  by  either  smear  preparation  or  culture. 

The  importance  of  this  fact  in  diagnostic  evidence  cannot  be 
too  strongly  emphasised,  viz.,  that  examination  of  a  vaginal 
smear  is  of  very  little  value. 

Once  a  patient  is  infected  it  is  essential  to  always  keep  in 
mind  the  intimate  anatomical  relationship  between  the  urethra, 
vulva,  vagina,  cervix,  fallopian  tubes,  ovaries,  and  pelvic  peri- 
toneum. With  an  infected  cervix  the  pathway  is  opened  up  to 
infection  of  the  whole  upper  genital  tract,  and  if  a  primary 
cervical  infection  is  not  treated,  as  so  often  happens,  or  is  only 
alleviated  by  treatment,  exacerbations  occur  at  and  following 
the  menstrual  period,  during  pregnancy,  in  the  puerperium,  or 
following  unwise  cervical  or  uterine  manipulations;  and  the 
infection  at  such  times  often  extends  to  the  uterus  and  the 
fallopian  tubes. 

Schindler^  is  of  opinion  that  the  uterus  possesses  automatic 
rhythmic  movement  which  is  not  influenced  by  the  central 
nervous  system,  and  this  action,  he  believes,  accounts  for  many 
of  the  endometrial  and  adnexal  lesions  following  on  gonorrhoea. 

Etiology. — While  the  large  majority  of  the  cases  of  salpin- 
gitis and  ovaritis  which  occur  are  the  result  of  direct  extension 
of  the  infection  along  the  mucous  surface,  it  is  essential  to 
remember  that  infection  of  the  tube,  ovary,  or  peritoneum  may 
be  the  result  of  spread  of  the  infection  by  the  lymph  or  blood 
stream  from  the  lower  genital  tract.  Such  cases  occur  in 
association  with  vulvovaginitis  in  young  children  and  prior  to 
puberty,  when  the  uterus  is  not  as  yet  functioning.  I  will  refer 
to  a  case  of  this  type  later  in  discussing  treatment. 

The  exciting  causes  of  the  upward  extension  are  chiefly 
menstruation,  coitus  while  still  infected,  careless  manipulation 
of  the  parts  during  examination,  and  badly  applied  instrumen- 
tation and  treatment  in  connection  with  cervicitis  and  endo- 
metritis.     In  addition   to  this,  physical   exercise,  alcohol,  and 
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a  lowered  resistance  to  infection  greatly  contribute  to  the 
production  of  tubal  lesions. 

Unilateral  cases  are  rare  but  while  generally  bilateral,  one 
tube  may  be  seriously  damaged  while  its  fellow  escapes  com- 
paratively lightly.  The  tubal  invasion  takes  some  time  to 
develop  subsequent  to  infection  of  the  lower  part  of  the  tract, 
and  few  cases  are  met  with  of  salpingitis  occurring  within  ten 
days  of  the  original  infection.  Fewer  still  of  the  cases  proceed 
to  suppuration  at  the  initial  onset  of  the  disease  in  the  tubes. 

Morbid  Anatomy. — ^Initially  the  tubal  infection  is  a  surface 
one,  resulting  only  in  increased  vascularity  and  congestion  of 
the  mucous  lining.  Gradually  the  organism  penetrates  to  the 
muscular  and  subserous  coats,  and  the  whole  tube  becomes 
congested  and  thickened  as  a  result  of  the  outpouring  of 
inflammatory  exudate.  The  ampullary  end  of  the  tube  dilates 
more  rapidly  because  of  the  thinness  of  its  muscle  coat.  The 
congestion  of  the  plicae  or  folds  of  mucous  membrane  and  the 
inflammatory  exudate  gradually  block  up  the  uterine  end,  and 
frequently  also  the  fimbriated  end  of  the  tube,  and  when  this 
occurs  the  condition  of  hydro-,  haemato-,  or  pyosalpinx  results 
according  to  the  violence  of  the  infecting  organism  and  the 
resistance  of  the  patient.  In  other  cases  the  fimbriated  end 
becomes  closed  as  a  result  of  the  inflammatory  products  oozing 
from  it  and  setting  up  a  peri-salpingitis  and  adhesion  of  the 
ostium  to  the  adjoining  organs.  In  slight  cases  the  inflamma- 
tory condition  may  subside  before  closure  of  either  end,  and 
recurrent  attacks  of  subacute  inflammation  occur  resulting  in 
great  thickening  of  the  tubal  wall,  and  often  lead  to  the  shutting 
up  of  areas  of  the  tube  containing  localised  pent-up  foci  of  pus. 
These  are  commoner  near  the  fimbriated  end  of  the  tubes. 

Rarely  does  the  acute  pyosalpinx  rupture  into  the  abdomen, 
due  no  doubt  to  the  thickening  of  the  muscular  coat  and  to  the 
surrounding  adhesions  set  up  by  perisalpingitis.  When  the 
ovary  becomes  infected  by  the  extension  of  the  disease  from 
the  fimbriated  end  of  the  tube  a  perioophoritis  is  set  up,  and  if 
during  the  acute  stage  of  this  perioophoritis  a  graafian  follicle 
ruptures,  the  infection  may  invade  the  stroma  of  the  ovary. 
More  commonly  adhesions  are  set  up  between  the  fimbriated 
end  of  the  tube  and  the  inflamed  ovary  wall,  and  collections  of 
pus  from  the  fimbriated  end  are  enclosed  in  the  dense  mass 
of  adhesions  so  formed. 

In   considering  the  pathology  of  tubal  inflammation   it  is 
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important  to  study  also  the  bacteriology.  Wertheim  ^  was  the 
first  to  demonstrate  the  presence  of  gonococci  in  pure  culture 
in  salpingitis,  and  also  in  circumscribed  pelvic  peritonitis,  and 
various  estimates  have  since  been  given  of  the  frequency  with 
which  gonorrhoea  is  the  cause  of  salpingo-oophoritis  and  pyo- 
salpinx.  Gurd  ^  believes  that  the  gonococcus  is  the  exciting 
factor  in  80  per  cent,  of  his  series  of  cases. 

Heynemann  ^  places  the  proportion  at  66  per  cent.,  while 
Hyde^  in  an  exhaustive  series  of  2973  cases,  excluding  those 
of  tuberculous  origin,  reported  the  tubal  contents  sterile  in 
1998  or  6y  per  cent,  gonococci  in  579  or  19  per  cent.,  and  other 
or  mixed  infections  were  present  in  15  per  cent. 

The  disparity  in  results  is  largely  accounted  for  by  the 
diversity  of  the  material  operated  on.  In  addition  to  this  it  is 
a  noteworthy  fact  that  the  pus  from  a  pyosalpinx  or  any  other 
gonococcal  abscess  such  as,  for  example,  an  abscess  of  the 
Bartholinian  gland,  is  not  the  best  material  from  which  to  recover 
the  gonococcus.  Just  as  in  tubercle  so  in  gonococcal  infections, 
a  scraping  of  the  lining  membrane  of  the  abscess  wall  will  often 
give  a  positive  result  when  the  free  pus  appears  sterile  on 
microscopic  examination. 

Symptoms. — In  the  acute  stage,  when  the  condition  is 
simply  an  inflammatory  one,  the  infection  is  ushered  in  by 
a  feeling  of  chill  and  rigors.  The  temperature  is  raised  to  102° 
or  103°  F. ;  nausea  is  present,  and  there  may  be  early  but  rarely 
continuous  vomiting.  There  is  pain  in  one  or  both  iliac  fossae. 
The  lower  abdomen  feels  tender  on  palpation,  and  pain  is  often 
present  over  the  sacrum.  The  pulse  rate  is  rapid  but  is  gener- 
ally in  consonance  with  the  febrile  reaction.  In  such  cases  the 
acute  symptoms  often  subside  in  thirty-six  to  forty-eight  hours, 
but  after  an  abatement  there  may  be  a  recurrence  of  symptoms. 

In  the  more  virulent  infection  with  pus  formation,  peri- 
salpingitis, and  pelvic  peritonitis,  the  above  symptoms  are 
present,  but  the  pain  on  abdominal  pressure  is  more  severe 
although  it  eases  off  with  rest  in  bed ;  there  is  a  greater 
tendency  to  distension  and  boarding  of  the  lower  abdomen, 
and  defaecation  and  micturition  may  be  painful. 

The  more  recent  the  gonococcal  infection  the  more  rapid 
is  the  onset,  and  the  more  severe  the  course  of  the  pelvic 
complications.  If  the  pus  becomes  rapidly  shut  off  from  the 
abdominal  cavity,  the  symptoms  are  in  general  not  so  severe  as 
when  a  leaking  pus  tube  continues  to  infect  the  peritoneal  surfaces. 
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Diagnosis. — The  accurate  clinical  symptoms  of  acute  gono- 
coccal salpingitis  and  pelvic  peritonitis  are  extremely  hard  to 
define,  because  of  the  many  structures  involved.  They  are 
not  a  good  index  of  the  extent  or  severity  of  the  disease,  and 
still  less  a  certain  index  that  infection  of  the  uterine  adnexa 
are  the  sole  causal  factors  in  their  production. 

The  clinical  picture  of  diffuse  tenderness  in  the  abdomen, 
of  pain  in  the  iliac  fossae,  tympanites,  vomiting,  etc.,  are  often 
suggestive  of  general  rather  than  pelvic  peritonitis.  In  all 
such  cases  it  is  essential  to  enquire  into  the  genito-urinary 
history  and  into  that  of  menstruation.  If  there  has  been  an 
immediate  previous  history  of  frequency  of  and  pain  on 
micturition  and  an  associated  leucorrhoia,  it  is  suggestive  of 
pelvic  mischief  of  gonococcal  origin.  If  the  onset  of  the  attack 
has  occurred  during  or  subsequent  to  menstruation,  it  is  strong 
presumptive  evidence  that  it  is  the  pelvic  peritoneum  and  the 
tubes  that  are  involved. 

Local  examination  of  the  external  genitals,  of  the  urethra, 
and  of  the  cervix,  bimanual  examination  per  vaginam,  and 
if  necessary  bimanual  rectal  examination  are  all  necessary 
and  must  be  done  carefully.  At  the  local  examination  the 
Bartholinian  gland  and  duct  should  be  examined  for  induration 
and  discharge  respectively,  and  in  chronic  cases  for  signs  of 
old  inflammatory  adhesions  and  pigmentation  around  the 
opening  of  the  duct.  The  urethra  and  especially  Skene's  ducts 
often  give  material  which  will  on  examination  help  to  decide 
the  diagnosis.  So,  too,  the  cervix  must  be  examined  for  the 
presence  of  erosion  and  discharge.  It  is  an  interesting  clinical 
fact  that  as  in  acute  prostatitis  and  epididymitis  in  the  male, 
so  in  acute  salpingitis  in  the  female,  the  gross  signs  of 
previous  existing  disease,  and  especially  the  purulent  discharge, 
temporarily  lessen  in  amount  during  the  onset  of  the  acute 
stage  and  may  even  disappear.  Still  if  only  a  little  serous 
discharge  be  obtained  from  the  cervix  it  will  almost  always 
show  the  causal  organism  during  such  temporary  remissions. 
The  organism  is  always  present  when  the  discharge  begins 
again. 

Examination  of  the  vaginal  discharge  only  is  valueless  as 
a  diagnostic  procedure  in  gonorrhoea  at  this  or  any  other  time 
in  the  adult. 

On  bimanual  examination  the  uterus  is  tender  and  some- 
what   enlarged.     The  pain   in   the   iliac  fossa   is  increased    on 
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moving  or  exerting  pressure  on  the  cervix  which  is  often 
slightly  fixed.  The  lateral  fornices,  either  one  or  both  feel 
indurated,  and  the  region  of  the  ovaries  is  tender.  Often 
they  are  not  palpable  due  to  tympanites  or  peritoneal  exudate. 
According  to  the  extent  and  character  of  the  tubal  lesion  an 
indurated  mass  varying  from  a  slight  thickening  or  indistinct 
sense  of  resistance  to  a  tumour-like  mass  the  size  of  an  orange 
may  be  found  occupying  the  region  of  the  appendages.  The 
mass  is  generally  postero-lateral  in  position  and  is  often 
adherent  to  the  uterus.  In  other  cases  the  distended  tubes 
can  be  felt  running  out  from  the  uterine  cornua,  either  as 
thickened  cords  or  as  globular  swellings. 

Rectal  bimanual  examination  is  extremely  valuable  in 
doubtful  cases  of  appendicitis,  as  the  palpating  finger  can, 
by  this  method,  often  reach  the  upper  and  posterior  limit  of 
the  swelling  in  the  pouch  of  Douglas  and  confirm  its  close 
association  with  the  anterior  rectal  wall. 

Differential  Diagnosis. — If  the  routine  examination  of  the 
genitals  mentioned  above  were  carried  out  in  all  acute  cases, 
there  would  be  less  difficulty  in  distinguishing  gonococcal  from 
other  ascending  pyogenic  infections.  Those  occurring  in  the 
puerperium  and  after  abortion  are  without  doubt  the  most 
difficult  to  differentiate. 

In  general,  gonococcal  infection  of  the  tubes  is  much  less 
virulent  and  acute  than  streptococcal.  The  onset  of  the 
symptoms,  subsequent  to  parturition,  is  longer  delayed  — eight 
to  ten  days — in  purely  gonococcal  cases  than  in  those  due  to 
other  organisms. 

When  felt  bimanually  there  is  much  more  pelvic  cellulitis  in 
the  streptococcal  and  staphylococcal  case  than  in  the  gonococcal, 
much  more  tendency  to  generalised  peritonitis,  and  abscess 
formation  especially  in  the  ovary  is  more  frequent. 

Tuberculosis  of  the  tubes  and  ovaries  occurs  in  younger 
people  chiefly,  and  there  are  other  evidences  of  tuberculous 
infection  present.  The  temperature  also  is  of  a  different 
type.  Ectopic  gestation  especially  if  associated  with  gonococcal 
infection  may  be  troublesome  in  diagnosis. 

In  a  patient  sent  to  hospital  recently  an  operation  was 
performed  for  appendicitis,  and  both  tubes  were  found  to  be 
inflamed  and  red,  and  smears  of  pus  oozing  from  both  abdominal 
ostia  showed  gonococci.  The  appendix  was  removed  and  the 
tubes  left.     Three  months  later,  during  the  subsequent  treat- 
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ment  for  syphilis  and  gonorrhoea,  the  patient  developed 
symptoms  of  abdominal  obstruction  and  general  peritonitis. 
Bimanually  the  condition  resembled  a  subacute  salpingo- 
oophoritis  and  the  previous  history  pointed  to  this.  Menstrua- 
tion had  been  regular. 

When  the  abdomen  was  opened  a  six  weeks'  embryo  was 
found  in  the  abdominal  cavity  and  considerable  amount  of 
blood  clot  in  the  pouch  of  Douglas.  The  right  tube  was 
found  normal  and  the  left  only  slightly  thickened,  and  Mr 
Fraser  who  operated  on  both  occasions,  remarked  on  the 
marked  improvement  in  the  tubal  condition  since  the  previous 
operation. 

In  the  greater  number  of  tubal  pregnancies  the  history, 
the  absence  of  temperature  reaction,  the  consistence  of  the 
tumour,  the  sudden  collapse  and  uterine  hemorrhage  after 
amenorrhcea,  are  diagnostic.  The  uterus  is  usually  retroposed 
in  inflammatory  disease,  while  in  ectopic  it  is  lying  forward, 
and  if  the  gestation  is  advanced  it  is  deviated  laterally  away 
from  it.  Small  neoplasms  especially  dermoids  attached  to 
the  ovary  may  give  rise  to  difficulty,  but  are  rare. 

In  appendicitis  the  history  of  the  attack,  the  absence  of 
clinical  or  bacteriological  evidence  of  any  urethral  or  cervical 
disease,  and  bimanual  examination  per  vaginam  are  helpful 
in  differentiating.  In  an  appendix  case  movement  of  the  uterus 
does  not  cause  pain.  One  must  remember  that  acute  exacerba- 
tions of  a  chronic  appendix  lesion  may  and  do  occur  during 
-menstruation,  and  that  both  a  gonococcal  perisalpingitis  and 
an  acute  appendix  may  occur  at  one  time.  Pain  is  generally 
earlier  and  higher  up  in  appendicitis  than  in  salpingitis,  and 
is  not  relieved  to  the  same  extent  by  rest.  Vomiting  is  more 
marked  and  the  abdomen  more  generally  boarded  in  appendix 
cases. 

There  are  few  cases  in  which  it  is  not  possible  to  come  to 
an  accurate  diagnosis,  and  these  few  are  essentially  the  only 
cases  of  gonococcal  infection  of  the  tubes  which  should  be 
operated  on  during  the  acute  stage. 

Prognosis. — In  very  few  of  the  cases  of  salpingitis  is  there 
any  immediate  danger  to  life  when  the  infection  is  a  purely 
gonococcal  one.  Unless,  however,  all  such  cases  are  treated 
carefully  and  the  original  foci  of  infection  eradicated,  there 
is  every  prospect  of  a  long  legacy  of  ill-health  and  of  recurrences 
of  subacute  inflammation. 
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Treatment. — The  first  and  most  important  line  of  treat- 
ment must  always  be  prophylactic,  and  consists  of  much  more 
careful  and  efficient  treatment  of  known  cases  of  venereal 
disease  of  the  lower  genito-urinary  tract  than  is  at  present 
general,  and  perseverance  in  the  treatment  of  every  case  by 
all  known  possible  methods  until  a  cure  is  effected.  As 
mentioned  previously  the  common  foci  of  infection  in  the  lower 
tract  from  which  the  organisms  spread  to  the  uterus,  tubes, 
and  ovaries  are  the  urethra,  the  Bartholinian  duct,  and  the 
cervix.  Antiseptic  douching  alone  is  of  little  value  in  eradi- 
cating the  gonococcus  from  these  foci  of  infection  because  it 
does  not  reach  them,  and  it  is  often  dangerous  in  that  it  may 
spread  an  infection  from  the  vulvar  outlet  to  the  cervix,  and  in 
that  it  may  lead  to  a  sense  of  false  security  by  alleviating 
the  grosser  symptoms  of  disease.  It  is  seldom  sufficiently 
emphasised  in  the  treatment  of  these  early  cases  of  venereal 
infection  how  essential  it  is  that'  the  female  patient  should 
lie  up,  if  possible,  until  the  first  menstrual  period  subsequent 
to  infection  has  passed,  and  if  possible  immediately  prior  to 
and  during  the  subsequent  menstrual  periods  if  the  symptoms 
are  still  acute.  If  the  principle  of  applying  rest  during  this 
as  during  all  other  inflammatory  conditions  were  acted  on 
more  generally  there  would  be  fewer  cases  of  extension  upwards 
of  the  gonococcal  infection  to  the  uterine  appendages.  In  this 
early  stage  of  the  infection  belladonna  is  one  of  the  most 
valuable  drugs  we  possess  in  limiting  the  extension  of  the 
infection,  in  that  it  prevents  retro-peristalsis  and  rhythmic 
movements  of  the  uterus,  and  is  strongly  recommended  for 
this  purpose  by  Schindler.  If  all  cases  of  urethritis  and  Bartho- 
linitis were  treated  on  the  same  principles  as  urethritis  in  the 
male,  and  the  patient  were  in  addition  rested  during  the  acute 
stages,  salpingitis  would  disappear  as  a  common  condition,  and 
endo-cervicitis  would  not  bulk  nearly  so  largely  as  a  causal 
factor  in  the  production  of  gonococcal  salpingitis. 

In  the  established  and  fully  developed  case  of  gonococcal 
salpingitis  it  is  seldom  essential  to  operate,  because  the  associated 
peritonitis  is  a  localised  one  and  is  confined  to  the  pelvic 
peritoneum  by  the  adhesions  set  up.  This  proclivity  of  the 
gonococcus  for  causing  the  formation  of  fibrous  tissue  cuts  off 
the  infecting  focus  from  the  rest  of  the  peritoneal  cavity,  and 
in  view  of  this  expectant  treatment  is  always  justifiable  if  there 
is  definite  evidence  of  gonococcal  infection. 
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Operation  during  the  stage  of  acute  inflammation  is  more 
difficult  and  is  not  devoid  of  danger,  and  demands  the  removal 
of  structures  which  might  otherwise  be  "conserved  if  expectant 
treatment  were  adopted  and  operation  deferred  until  the 
inflammatory  condition  had  calmed  down.  There  arc  some 
cases  of  gonococcal  infection,  although  they  are  few,  in  which 
there  is  evidence  of  a  generalised  rather  than  a  pelvic  peritonitis 
and  in  such  cases  immediate  surgical  interference  may  be 
essential. 

A  considerable  number  of  such  cases  occur  subsequent  to 
manipulative  interference  and  careless  handling  of  the  parts, 
resulting  in  an  ascending  mixed  infection  of  the  tubal  epithelium. 
As  in  male  infections  of  the  urethral  tract,  mixed  infection  is 
the  result  of  other  organisms  being  implanted  in  the  genito- 
urinary tract,  especially  during  treatment,  and  they  find  in  the 
mucous  membrane  already  damaged  by  the  gonococcus  a  fertile 
culture  medium  on  which  to  proliferate. 

In  tubal  cases  of  mixed  infection  the  gonococcus  is  more 
difficult  to  demonstrate  even  in  scrapings  from  the  inner  lining 
of  the  tube  ;  there  is  less  liability  to  the  formation  of  adhesions 
and  to  the  production  of  peri-salpingitis,  and  as  a  result  more 
oozing  of  pus  from  the  fimbriated  end  of  the  tubes  and  a  greater 
tendency  to  generalised  peritonitis  which  demands  immediate 
surgical  interference. 

The  other  class  of  case  in  which  immediate  operation  is 
demanded  is  that  in  which  it  may  be  almost  impossible  to 
differentiate  a  retro-caecal  appendix  which  has  become  involved 
in  the  adhesions  following  on  salpingitis  ;  and  peri-appendicular 
inflammation  has  been  set  up  by  kinking  of  the  appendix  and 
subsequent  pathological  changes  inside  it.  Even  in  such  cases 
it  may  be  possible  at  the  operation  to  remove  the  appendix  and 
yet  conserve  the  tubes  if  they  are  not  too  greatly  damaged  ; 
and  the  same  remark  applies  to  cases  where  appendicitis  and 
salpingitis  occur  simultaneously. 

This  method  was  adopted  in  a  case  operated  on  recently  by 
Mr  Wilkie  for  appendicitis.  The  patient,  aged  4,  suffered  from 
an  acute  vulvitis  and  urethritis,  due  to  the  gonococcus.  The 
cervix  as  far  as  could  be  ascertained  was  free  from  disease,  and 
the  infection  was,  I  think,  metastatic  in  character  and  due  to 
blood  or  lymph  spread.  At  the  operation  both  tubes  were 
found  to  be  acutely  inflamed  and  the  smear  from  the  peritoneal 
end  of  the  tube  contained  intracellular  gonococci.  The  appendix 
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was  removed  and  the  tubes  left  in  position  and  the  patient  made 
an  uninterrupted  recovery  from  the  abdominal  complication. 

It  is  difficult  to  dogmatise  and  draw  a  line  and  say  such  and 
such  a  case  should  be  operated  on  while  others  should  not,  and 
one  cannot  but  be  struck  by  the  variance  of  opinions  among 
gynaecologists  and  surgeons.  I  do  not  think  the  analogy 
between  a  suppurating  appendix  and  a  leaking  pus  tube  is  a 
sound  one.  In  the  appendix  case  there  is  always  immediate 
danger  to  life,  in  the  other  there  is  seldom,  when  the  infection 
is  purely  a  gonococcal  one. 

I  have  found  it  of  value  to  keep  close  watch  in  all  these  cases 
on  the  pulse  rate,  and  if  it  is  in  consonance  with  the  temperature 
the  patient  will  usually  do  well  and  there  is  little  danger  of  a 
generalised  peritonitis.  A  differential  leucocyte  count  is  also 
valuable.  What  I  should  like  to  emphasise  is  that  the  gynae- 
cologist and  surgeon  must  not  consider  that  a  case  of  gonococcal 
salpingitis  is  cured  when  the  patient  has  made  a  comparatively 
uneventful  recovery  subsequent  to  the  removal  of  the  pus  tube. 
The  infected  uterus,  cervix,  and  lower  genito-urinary  tract  are 
still  in  such  cases  the  sites  of  active  disease,  and  the  patient  who 
is  supposed  to  be  cured  continues  to  suffer  ill-health,  is  a  fertile 
source  of  infection  to  others,  and  the  disease  may  at  any  time 
flare  up  or  give  rise  to  other  metastatic  lesions  such  as 
arthritis. 

I  should  like  to  mention  a  case  which  came  under  my  notice 
recently  to  drive  home  this  fact.  In  a  patient  operated  on 
during  thepuerperium  for  acute  salpingo-oophoritis  and  periton- 
itis, the  right  tube  and  ovary  were  removed  and  the  patient  made 
a  fairly  good  recovery  from  the  operation.  She  was  considered 
cured.  Three  months  subsequently,  on  resuming  married 
relations,  the  patient  complained  of  acute  abdominal  pain 
and  vomiting ;  the  abdomen  was  boarded  and  she  had  all  the 
signs  of  generalised  peritonitis.  Unless  one  had  known  that 
the  appendix  had  been  removed  at  the  previous  operation,  the 
condition  would  have  bedn  diagnosed  as  acute  appendicitis. 
Gonococci  were  isolated  from  the  cervix  and  the  fullness  and 
feeling  of  resistance  in  the  left  fornix  pointed  to  acute  salpingo- 
ovaritis.  The  husband  four  clays  subsequently  developed  an 
acute  urethritis.  Expectant  methods  were  adopted  and  the 
patient  obtained  relief  from  her  acute  symptoms  in  five  or  six 
days.  The  condition  since  then  has  been  treated  as  an  acute 
gonococcal    infection   on    routine   lines,   with   excellent   result. 
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Both  bacteriological  and  clinical  signs  of  disease  are  now  com- 
pletely absent,  three  months  after  the  actual  recrudescence  of 
the  disease. 

Operation  is  rarely  needed  to  save  life.  It  may,  in  some 
cases,  cut  short  the  acute  symptoms  of  disease.  It  does  not  of 
itself  cure  disease ;  it  does  not  prevent  recurrences  in  any  part 
of  the  tract  not  removed.  In  addition  it  has  the  serious  draw- 
back that  it  sterilises  the  patient  if  both  tubes  are  removed,  and 
there  is  ample  evidence  to  show  that  quite  a  number  of  such 
cases,  if  treated  carefully,  make  a  good  recovery  and  the  tubes 
retain  their  function. 

The  main  principles  of  conservative  treatment  are  rest  in 
bed,  the  application  of  an  ice-bag  to  the  lower  abdomen,  except 
during  menstruation,  when  hot  applications,  I  think,  are  pre- 
ferable. The  bowels  should  be  well  opened,  preferably  by 
enemata.  Belladonna  or  atropin  sulphate  should  be  administered 
in  fairly  large  doses,  and  sedatives  such  as  hyoscyamus  and 
bromides  administered.  Liquid  foods  only  should  be  given 
until  the  temperature  has  subsided.  The  Fowler  position 
assists  drainage  from  the  uterus  and  tends  to  keep  the  peri- 
tonitis localised  to  the  pelvic  region. 

Vaginal  douching  should  be  avoided  while  the  pain  is  still 
severe,  and  if  adopted  the  bulk  of  the  douche  and  the  tempera- 
ture of  it  are  of  greater  importance  than  the  strength  of  the 
antiseptic.  When  the  acute  abdominal  symptoms  have  sub- 
sided hot  antiseptic  hip  baths  and  careful  local  treatment  of  all 
foci  of  infection  in  the  lower  tract  should  be  carried  out.  Large 
warm  douches  of  a  temperature  of  112°  F.  tend  to  produce 
hyperaemia,  prevent  the  formation  of  adhesions,  and  hasten 
resolution.  In  the  subacute  stage,  the  administration  of  red 
iodide  of  mercury,  in  doses  from  one-twelfth  to  one-twenty- 
fourth  of  a  grain,  and  of  iodide  of  potash  in  xv-grain  doses  also 
assist  in  resolution  and  prevent  adhesions. 

As  soon  as  the  temperature  has  subsided,  usually  about  the 
second  or  third  week,  the  patient  should  be  given  the  benefit  of 
fresh  air,  but  exercise  should  be  avoided.  Stone,  Young,  and 
Williams  ^  have  strongly  advocated  this  form  of  treatment, 
especially  in  puerperal  cases.  At  this  stage  also,  in  addition 
to  local  treatment  of  the  cervix  and  lower  tract,  the  insertion  of 
vaginal  tampons  saturated  with  ichthyol — 10  per  cent,  to  20  per 
cent,  in  glycerine  or  of  glycerine  itself — should  be  applied  for 
twelve  hours  in  every  forty-eight  hours. 
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Harrison  reports  excellent  results  in  salpingitis  from  the 
method  of  Hobbs  ^'^  of  washing  out  the  uterus  with  liniment  of 
iodine,  and  subsequently  leaving  in  the  cavity  a  strand  of  gauze 
6"  X  iV,  soaked  in  equal  parts  of  tincture  of  iodine  and 
glycerine.  This  is  left  for  six  hours  and  is  repeated  every 
month.  Personally  I  have  a  strong  preference  for  picric  acid 
as  a  cervical  application. 

In  addition  to  local  and  hygienic  treatment  there  are  other 
measures  which  may  with  advantage  be  adopted  as  adjuvants 
to  the  treatment.  Serum  and  vaccine  therapy,  protein  therapy, 
radium  therapy,  and  X-rays  have  each  their  advocates.  None 
of  these  methods  alone  will  cure  the  gonococcal  infection,  but 
they  in  many  cases,  if  carefully  applied,  cut  short  the  acute 
stage  of  the  disease,  limit  its  extension,  materially  hasten  its 
resolution,  and  make  more  certain  and  rapid  its  cure. 

Citron  ^^  quotes  a  case  of  gonococcus  septicaemia  treated 
successfully  with  subcutaneous  injections  of  50  c.cm.  of 
meningococcal  serum,  and  refers  to  cases  of  acute  pelvic 
infections  cured  in  this  way  by  Le  Masson.  The  value  of 
serum  treatment  in  gonorrhoea  has  been  questioned,  because 
the  gonotoxin  is  an  endotoxin  and  therefore  more  amenable 
to  attack  by  vaccines  than  serums. 

Ivens,^"  however,  has  published  a  series  of  30  cases,  22 
of  which  were  tubal  infections,  in  which  the  results  of  serum 
therapy  were  good.  Nicole's  serum  prepared  at  the  Pasteur 
Institute  was  used  and  administered  in  three  ways :  («)  sub- 
cutaneously  in  doses  of  20  c.c.  diluted  in  normal  saline  every 
two,  three,  or  seven  days,  giving  a  total  of  20  to  200  c.c. ;  (d) 
in  cases  of  pyosalpinx  or  of  a  dripping  pus  tube,  after  washing 
out  the  pus  tube  with  normal  saline,  by  injecting  20  c.c.  of  the 
serum  direct  into  the  tube  and  ovary  and  closing  up  the 
abdomen  ;  (c)  in  cases  of  endo-cervicitis,  by  applying  the  serum 
locally  as  a  vaginal  pack,  alternating  daily  with  packs  of  10  per 
cent,  saline  solution  and  5  per  cent,  carbolic. 

I  have  administered  serum  in  the  complications  of  male 
urethritis  such  as  vesiculitis,  prostatitis,  and  arthritis,  but  am  not 
convinced  of  their  value  apart  from  the  protein  shock  they  may 
set  up. 

Rawlins,^^  Jacoby,^^  Robinson,^^  and  many  others  have 
reported  the  successful  treatment  of  salpingitis  with  gonococcal 
vaccines. 

In  the  acute  stage  the  dosage  should  be  guarded  and  severe 
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general  reactions  avoided.  If  given  early  in  gonorrhoea  vaccines 
will  prevent  the  spread  of  the  infection  to  the  uterus  and  tubes, 
and  if  given  early  in  tubal  infections  they  will  lessen  the 
tendency  to  the  formation  of  adhesions.  As  the  condition 
subsides  the  dose  may  be  appreciably  increased  to  stimulate 
the  patient's  natural  protective  power. 

MacDonagh  ^^^  recommends  the  use  of  detoxicated  vaccines 
from  the  very  commencement  of  the  disease,  and  in  combination 
with  them  doses  of  trimine  i  to  1-5  c.c.  in  the  acute  stage,  and 
of  intramine  1-5  to  3  cc.  in  the  subacute  or  chronic  stages. 

Harrison,  Fraser,  and  Duncan  advocate  the  use  of  vaccines 
in  all  stages  of  the  disease  in  this  and  other  areas  which  cannot 
be  brought  within  the  reach  of  antiseptic  therapy,  and  consider 
detoxicated  vaccine  superior  to  others.  With  its  use  I  have 
seen  many  excellent  results,  and  complications  are  few. 

Non-specific  proteins  act  mainly  by  causing  a  temperature 
reaction  and  the  production  of  an  artificial  leucocytosis,  and  for 
this  purpose  many  substances  have  been  used. 

Muller  ^^  claims  good  results  from  using  turpentine,  and 
more  recently  with  "  aolan "  (a  sterilised  solution  of  milk 
albumin)  given  intramuscularly.  The  dose  of  turpentine  used 
is  from  0-5  to  i-o  c.c.  given  every  three  to  four  days  and  of 
aolan  from  6  to  7  c.c.  Trossarello  ^^  has  reported  extremely 
good  results  from  this  method  of  treatment  in  20  cases  of 
salpingitis  and  ovaritis,  and  states  that  the  best  results  follow 
on  a  strong  febrile  reaction.  He  injects  5  to  10  c.c.  of  sterilised 
milk  intramuscularly,  at  intervals  of  three  to  four  days. 

Colloidal  preparations  of  silver  and  especially  collargol  and 
electrargol  have  been  used  by  Asch  and  others  and  have  given 
very  successful  results  when  administered  intravenously — 5  to 
10  c.c.  being  repeated  in  twenty-four  to  forty-eight  hours.  It 
also  gives  rise  to  a  very  strong  febrile  reaction. 

The  arsenical  preparations  and  especially  sulfarsenol  have, 
within  recent  years,  been  employed  in  France  by  Levy-Bing 
and  Duroeux,^^  who  have  obtained  beneficial  results  in  gonor- 
rhceal  salpingitis.  They  employ  doses  of  o-o6  to  o-i8  gramme 
at  intervals  of  two  to  three  days,  and  in  severe  cases  doses 
up  to  0-36  gramme. 

X-ray  and  radium  therapy  are  chiefly  advocated  in  the 
more  chronic  stages  of  the  disease. 

All  of  these  methods  of  treatment  must  be  considered  as 
supplementary  to  the   general   hygienic   and    local   treatmenL 
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In  my  own  cases  I  have  found  most  advantage  to  accrue  from 
the  careful  administration  of  detoxicated  polyvalent  vaccine, 
in  the  acute  stage  and  in  the  chronic  stages  from  a  combination 
of  this  with  an  autogenous  vaccine. 

An  occasional  dose  of  intramine  or  contramine  will  often 
intensify  the  action  of  the  vaccine,  and  the  fear  of  setting  up 
an  acute  reaction  can  be  obviated  by  previously  desensitising 
the  patient.  In  vaccine  treated  cases  of  gonorrhoea,  salpingitis 
is  a  rare  complication. 

I  have  not  had  good  results  from  trimine  and  intramine 
alone,  and  protein  therapy  by  serums  and  other  non-specific 
substances  has  not  been  convincing. 

In  cases  of  relapsing  salpingitis,  and  in  any  case  which 
fails  to  react  to  vaccine  therapy  in  combination  with  local 
treatment,  I  have  had  excellent  results  from  the  administration 
of  sulfarsenol  intravenously,  both  in  this  condition  and  in 
cases  of  acute  vesiculitis  and  prostatitis  in  the  male. 

There  are  a  quite  appreciable  number  of  cases  in  which, 
although  the  infection  may  be  cured  there  are  still  left  those 
chronically  adherent  appendages  .which  Sanger  has  aptly  termed 
the  "  derelicts  of  the  gonococcal  storm." 

Such  cases  are  on  a  parallel  with  cases  of  old  stricture  in 
the  gross  fibrous  tissue  formation  present,  and  may  and  often 
do  require  operation  for  the  relief  of  symptoms  such  as 
dysmenorrhoea,  memorrhagia,  and  other  pelvic  symptoms. 

If  active  local  and  general  treatment,  combined  with  one  or 
other  of  the  adjuvant  forms  mentioned,  is  persevered  with,  and 
not  merely  passive  and  palliative  treatment  such  as  douching  is 
adopted,  and  if  all  areas  of  infection  in  the  lower  genito-urinary 
tract  are  effectually  dealt  with  by  local  treatment,  fewer  of  these 
cases  would,  I  venture  to  think,  require  late  surgical  interference. 
And  of  those  derelicts  I  have  mentioned,  those  who  do  would 
offer  better  opportunities  for  conservative  surgery  and  would 
give  the  gynaecologist  a  much  more  sterile  field  in  which  to 
operate  successfully  if  the  previous  treatment  had  been  carried 
out  along  the  lines  previously  suggested. 

A  discussion  of  the  various  conservative  methods  is  outside 
the  scope  of  the  present  observations. 

In  conclusion,  I  would  suggest  the  following  points  as  worthy 
of  emphasis  in  the  clinical  study  of  gonococcal  salpingitis  : — 
(a)  The  importance  of  local  therapy  in  gonorrhoea  of  the 
lower  genito-urinary  tract  as  a  means  of  preventing 
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an  ascending  infection,  as  opposed  to  promiscuous 
douching  with  its  attendant  dangers. 

{b)  The  paramount  necessity  of  absolute  rest  in  all  acute 
inflammatory  gonococcal  lesions  of  the  lower  and 
upper  genito-urinary  tract. 

(c)  The  necessity  of  examination  for  the  original  focus  of 
disease  in  diagnosis,  and  of  treatment  of  it,  whether 
or  not  operative  measures  are  employed  for  the 
complication  present. 

{d)  The  recognition  of  the  fact  that  purely  gonococcal 
lesions  of  the  tubes  and  ovaries  react  to  ambulatory 
methods  of  treatment,  and  that  a  more  conservative 
and  satisfactory  operation  can  be  performed  in  the 
quiescent  stage. 

{e)  That  in  a  lesion  such  as  gonococcal  salpingitis  which  is 
inaccessible  to  local  antiseptic  therapy,  treatment 
through  the  blood-stream  by  vaccines  or  protein  or 
chemico-therapy  is  essential  if  we  are  to  make  certain 
that  the  original  gonorrhoea  which  in  all  cases  is  a 
blood  infection  is  to  be  absolutely  eradicated  from 
the  tissues. 

{/)  That  removal  of  one  or  both  suppurating  tubes  is  only 
the  removal  of  the  end  product  of  disease,  and  not  a 
cure  of  the  existing  infective  process  in  the  rest  of 
the  genito-urinary  tract. 
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Discussion. 

Dr  Haig  Fe?-guson  said  that  there  were  comparatively  few  cases  of 
urethral  infection  in  his  experience  in  the  Gynaecological  Department, 
and  though  the  urethra  v/as  examined  systematically,  it  was  found 
that  in  the  majority  of  cases  it  was  not  infected.  There  was  one 
point  about  which  he  wished  to  ask  Mr  Lees.  He  spoke  of  the 
infected  uterus  and  the  infected  tubes  as  being  a  purely  gonococcal 
infection.  Now  in  Dr  Haig  Ferguson's  experience  these  infections 
were  generally  mixed  infections.  The  cervix  was  first  of  all  infected 
by  the  gonococcus.  This  produced  copious  alkaline  leucorrhoeal 
discharge  which  washed  down  through  the  vagina,  and  ascending 
infection  from  other  pyogenic  organisms  subsequently  took  place. 
How  was  Mr  Lees  to  be  sure  that  a  pyosalpinx  associated  with 
gonococcal  infection  was  not  a  mixed  infection? 

Mr  Lees  had  done  well  in  impressing  the  Society  with  the 
importance  of  thoroughly  treating  and  eradicating  the  gonococcus  if 
possible  in  the  lower  reaches  of  the  genital  tract.  Dr  Ferguson 
was  always  chary  about  leaving  a  leaking  pus  tube  in  the  abdominal 
cavity.  No  doubt  if  the  pus  were  purely  gonococcal  it  might  get 
better  spontaneously,  but  how  was  one  to  be  certain  of  this?  Once 
the  uterus  had  got  thoroughly  infected  it  seemed  to  him  almost 
impossible  to  get  it  free  from  the  gonococcus.  He  recalled  one 
instance  where  a  patient  had  come  under  his  care,  and  from  whom 
he  had  removed  two  Bartholinian  abscesses  of  gonococcal  origin. 
He  had  excised  the  mucous  membrane  of  the  cervix  and  curetted 
the  uterus.  He  had  subsequently  removed  a  double  pyosalpinx, 
complicated  on  one  side  with  an  ovarian  abscess,  and  yet  the 
patient  suffered  from  profuse  leucorrhceal  discharge  and  nothing 
apparently  would  stop  it.  Dr  Ferguson  had  eventually  removed 
the  uterus,  which  he  did  by  vaginal  section,  and  when  the  uterus 
was  examined  it  was  found  that  the  whole  of  its  muscular  coat  was 
riddled  with  bacterial  invasion,  and  that  gonococci  and  streptococci 
were  present  as  far  as  the  peritoneal  investment  of  the  uterus. 
Manifestly  no  amount  of  curettage  or  cleansing  of  such  a  uterus  could 
ever  have  eradicated  the  mischief. 

Afr  Stnithers  emphasised  the  fact  that  cases  of  tubal  infection 
usually  came  before  the  general  surgeon  as  cases  of  acute  infective 
disease  in  the  abdomen,  the  origin  of  the  infection  being  in  many 
cases  obscure  and  not  to  be  determined  definitely  without  operation. 
When,  under  these  circumstances,  infection  was  found  to  have  come 
from  infected  tubes,  operation  had  been  found  neither  difficult  nor 
dangerous,  and  in  Mr  Struthers'  experience  had  given  satisfactory 
results.     If  the   tubes   appeared   only  slightly   damaged   they   might 
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be  left,  but  if  they  were  seriously  involved  it  was  probably  wiser  to 
remove  them  and  save  the  patient  from  the  likelihood  of  becoming 
a  chronic  invalid  with  pelvic  infection.  The  social  position  of  most 
cases  coming  under  observation  on  account  of  peritonitis  of  tubal 
origin  was  such  as  to  render  it  almost  impossible  to  give  them  the 
benefit  of  long-continued  after-treatment  designed  to  eradicate  infection 
from  diseased  uterine  adnexa,  and  consequently  the  social  position 
of  the  patient  was  not  infrequently  a  determining  factor  in  selecting 
whether  to  adopt  conservative  or  radical  treatment. 

Professor  B.  P.  Watson  said  that  every  patient  who  had  leucor- 
rhoea  ought  to  be  suspected  of  gonococcal  infection.  The  routine 
gynecological  examination  should  always  be  made  by  having  the 
external  genitals  in  view,  so  that  the  nature  of  any  discharge  might 
be  noted — the  urethra  stripped  to  determine  whether  there  was  any 
urethral  discharge,  and,  in  all  cases  of  catarrh  of  the  cervix,  a  speculum 
examination  made  and  smears  taken  from  the  cervical  canal  and 
urethra.  If  such  an  examination  were  made  a  routine  in  our 
gynsecological  cliniques,  many  cases  of  gonococcal  infection  would 
be  detected.  Another  point  of  interest  was  the  necessity  for  keeping 
patients,  from  whom  we  had  removed  pus  tubes,  under  observation, 
so  as  to  make  sure  that  the  local  infection  was  eradicated.  The 
ideal  thing,  no  doubt,  was  to  cure  the  condition  of  the  urethra  and 
cervix  before  removing  the  tubes,  but,  in  his  experience,  it  might 
be  better  in  some  cases  to  remove  the  tubes  after  the  temperature 
had  been  normal  for  some  time,  and  then  go  on  with  the  local 
treatment. 

Dr  Johnstone  said  that  he  had  hoped  that  Mr  Lees  might  have 
referred  to  a  subject  which  had  always  seemed  to  him  rather  mysterious, 
namely,  the  extraordinary  infrequency  with  which  gonorrhoeal  infections 
of  the  body  of  the  uterus  were  met  with.  Gonorrhoeal  infections 
of  the  tube  might  be  regarded  as  almost  always  due  to  an  ascending 
infection  from  the  cervix  through  the  uterus,  because  if  there  is 
one  thing  that  the  gonococcus  likes  better  than  another  it  is  a  smooth, 
moist,  epithelial  surface  like  the  endometrium.  He  imagined  that  a 
blood-borne  infection  from  the  cervix  or  vulva  to  the  tubes  must  be 
a  very  rare  thing  indeed.  And  yet  even  in  cases  where  there  was  well- 
marked  gonococcal  salpingitis  and  well-marked  gonococcal  cervicitis 
one  rarely  if  ever  found  a  demonstrable  gonorrhoeal  infection  of  the 
body  of  the  uterus.  He  would  like  to  know  whether  this  was  due 
to  any  special  resistance  on  the  part  of  the  endometrium. 

The  other  point  to  which  he  wished  to  refer  was  the  treatment 
of  gonorrhoeal  salpingitis  by  the  local  injection  of  serum.  Last 
summer  at  the  time  of  the  Obstetrical  Congress  in  Liverpool  he  had 
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had  the  opportunity  of  watching  Miss  Florence  Ivens  carrying  out 
this  treatment.  She  opened  the  abdomen  in  a  case  of  double 
salpingitis  of  gonorrhoeal  origin,  washed  out  the  tubes  with  saline, 
and  then  injected  the  serum  into  the  tubes.  Miss  Ivens  admitted 
that  so  far  as  she  was  aware  the  serum  had  no  direct  local  effect, 
but  acted  after  absorption  through  the  blood  stream,  and  in  these 
circumstances  it  seemed  rather  pointless  to  choose  the  tubes  as  the 
site  of  the  injection.  Dr  Johnstone  gathered  that  Miss  Ivens  was 
not  satisfied  with  the  results  which  had  been  obtained  by  this  method 
of  treatment  and  was  likely  to  give  it  up. 

The  President  {Dr  Lamojtd  Lackie)  said  that  he  thought  the  proper 
word  had  been  applied  to  Mr  Lees'  paper  by  Dr  Haig  Ferguson  when 
he  said  that  it  was  "stimulating,"  for  there  was  no  doubt  that 
gynaecologists,  after  removing  the  grosser  manifestations  of  gonorrhoea, 
such  as  pyosalpinx,  had  not  devoted  sufficient  attention  to  curing  the 
primary  source  of  the  disease.  He  thought  that  Mr  Lees'  communica- 
tion would  stimulate  them  to  investigate  these  cases  more  thoroughly 
and  to  treat  the  primary  lesion.  He  would  like  to  know  if  Mr  Lees 
found  stock  vaccines  satisfactory  in  cases  where  the  autogenous 
vaccines  could  not  be  satisfactorily  obtained. 

Mr  Lees  in  reply  agreed  with  Professor  ^Vatson  that  any  case 
of  leucorrhcea  with  a  previous  history  of  exposure  to  infection  should 
be  suspect,  and  considered  that  the  onus  of  proving  the  condition  to 
be  a  simple  and  not  a  gonococcal  leucorrhcea  was  in  such  cases  on 
the  shoulders  of  the  medical  attendant.  A  parallel  could  be  drawn 
between  this  condition  and  a  genital  sore ;  in  both  cases  the 
bacteriology  and  serology  of  the  condition  played  an  important  part 
in  diagnosis. 

In  the  case  of  a  pus  tube  not  operated  on  during  the  acute  stage, 
the  best  time  for  operative  interference  if  needed  was,  he  thought,  in 
the  quiescent  stage  when  the  temperature  had  been  normal  for  some 
days.  This  early  quiescent  stage  was  preferable  to  waiting  until  there 
was  dense  fibrous  tissue  formation  in  and  around  the  tubes  and 
ovary. 

That  the  gynecologist  saw  so  few  cases  of  urethritis  in  their 
hospital  practice  as  mentioned  by  Dr  Haig  Ferguson  was  doubtless 
due  to  the  fact  that  the  Ward  Sister  saw  to  it  that  every  patient  for 
vaginal  examination  passed  water  before  being  examined.  Even  if 
there  was  no  apparent  urethral  discharge,  Skene's  ducts  were  frequently 
the  site  of  a  subacute  or  chronic  infection,  and  so  too  the  Bartholinian 
gland. 

The  constant  presence  of  mixed  infection  in  cervical  smears  which 
Dr    Haig   Ferguson  spoke  of,  was  to  some  extent  due  to  failure  to 

54 


Infection   of  Fallopian   Tubes  and    Ovaries 

cleanse  the  vaginal  portion  of  the  cervix  before  taking  the  specimen, 
and  the  speaker  had  no  doubt  that  many  cases  of  mixed  infection  of 
the  endo-cervix  were  the  result  of  unskilled  and  forcible  douching 
on  the  part  of  the  patient,  more  than  of  operative  interference  by  the 
gynaecologist. 

Mr  Struthers  had  raised  the  whole  question  of  emergency 
abdominal  surgery.  "There  was  no  difficulty  or  danger  in 
operation."  "It  did  no  harm,  and  it  did  good  in  that  the  patients 
recovered,  and  a  chronic  pelvic  invalidism  was  avoided."  Mr 
Lees  could  not  agree  that  any  abdominal  emergency  operation 
was  devoid  of  danger.  A  purely  gonococcal  salpingitis  if  left  alone 
did  not  endanger  life,  and  there  was  evidence  to  show  that  a  number 
of  those  infected  tubes  recovered  their  function.  It  did  no  harm 
to  remove  a  pus  tube,  but  it  did  harm  to  send  the  patient  out  of 
hospital  in  four  to  six  weeks  and  tell  her  that  she  was  cured.  The 
surgeon  in  many  cases  gave  no  attention  to  the  cervical  or  uterine 
infection.  The  patient  certainly  did  recover  from  the  immediate 
acute  symptoms,  but  the  disease  was  not  cured.  If  surgical  cure  were 
the  method  of  choice  a  pan-hysterectomy  would  attain  it  more  so 
than  a  salpingectomy.  One  might  as  well  assert  that  the  removal  of 
the  primary  sore  cured  syphilis  as  that  removal  of  a  pus  tube  cured 
gonococcal  infection  of  the  upper  and  lower  genital  tract. 

If  such  cases  were  treated  on  recognised  scientific  lines,  chronic 
invalidism  would  not  be  any  more  prevalent  in  gonococcal  cases  not 
operated  on  than  in  those  with  one  or  both  tubes  removed. 

With  regard  to  Mr  Struthers'  observations  on  diagnosis,  bacteriology, 
and  clinical  examination  of  the  genito-urinary  tract  in  the  female  would 
help  in  diagnosis;  in  addition  to  bimanual  examination,  it  was 
advisable  to  look  at  the  cervix  and  take  a  specimen  from  it  for 
examination.  If  the  surgeon  considered  that  the  clinical  signs  and 
condition  of  the  patient  demanded  operative  interference,  by  all  means 
let  him  operate,  but  do  not  let  him  say  that  by  this  operation  an 
ascending  infection  of  the  genital  tract  has  been  completely  cured  and 
invalidism  avoided. 

In  the  speaker's  mind  the  explanation  of  lower  class  patients 
requiring  this  operation  more  frequently  was  that  patients  in  better 
circumstances  who  suffered  from  cervical  or  vaginal  discharge  had 
more  opportunity  of  resting  and  of  having  skilled  treatment  in  the 
early  acute  stages  of  disease,  and  certainly  rested  more  during  the 
menstrual  period.  The  gonococcus  was  no  respecter  of  persons 
and  affected  rich  and  poor  alike. 

Regarding  the  points  raised  by  Dr  Fordyce,  it  was  difficult  to 
give,  without  going  into  long  detail,  the  necessary  local  treatment  of 
a   gonococcal   cervicitis.     For    topical    applications    picric   acid    was 
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one  of  the  most  penetrating  antiseptics  we  possessed,  but  no  antiseptic 
therapy  alone  would  cure  an  endo-cervicitis.  Cases  of  urethritis  did 
occur  in  the  female  without  much  dysuria,  because  of  the  shortness 
of  the  urethral  canal  and  the  good  drainage  from  it. 

Mr  Lees  was  in  absolute  agreement  with  Dr  Johnstone  that  it 
was  not  essential  to  open  the  abdomen  to  put  anti-serum  locally  into 
the  tubes  as  suggested  by  Ivens,  and  had  not  up  to  now  been  impressed 
by  the  value  of  serum  therapy  in  gonorrhoea  of  either  sex,  with  any 
of  the  methods  employed. 

The  uterus  did  not  escape  in  an  ascending  infection,  but  the 
symptoms  were  slight  because  of  its  position  and  the  good  drainage 
which  resulted  from  this  position. 

In  the  case  quoted  by  Dr  Haig  Ferguson,  and  in  another  case 
recently,  gonococci  were  cultured  from  the  uterine  muscle  tissue  after 
removal  of  the  uterus  by  operation. 

In  answer  to  the  President  regarding  the  efficacy  of  stock  vaccines 
as  compared  with  autogenous  vaccines ;  a  polyvalent  gonococcal 
vaccine  was  in  general  more  potent  antigenically  than  an  autogenous 
vaccine,  but  in  any  case  with  mixed  infection  and  in  chronic  cases  it 
was  advisable  to  combine  both  the  polyvalent  vaccine  and  an 
autogenous  of  gonococci,  or  any  other  organism  present,  thus  ensuring 
specificity. 

In  acute  cases  where  there  was  not  time  to  prepare  an  autogenous, 
the  detoxicated  polyvalent  vaccine  was  most  valuable  in  that  the 
reactions  set  up  by  it  were  less  marked,  while  its  potency  in  stimulating 
immunity  was  greater  than  that  of  the  ordinary  stock  vaccine, 
because  larger  doses  could  be  given.  Vaccines  were  only  an 
adjuvant,  but  a  valuable  one  to  local  therapy,  and  were  in  such 
cases  always  well  worth  a  careful  trial. 
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PRIVATE    BUSINESS. 

Meeting — 13th  December  1922. 

T.  H.  W.  Alexander,  M.B.,  F.R.C.S.  Edin.,  Elgin,  was  elected  a 
Fellow  of  the  Society. 

EXHIBITION    OF   SPECIMENS. 

Dr  James  Young  showed — (i)  an  early  human  ovum  calculated 
to  be  about  fourteen  or  fifteen  days  old.  Its  appearances  suggested 
the  Teacher-Bryce  ovum.  The  blastocyst  was  smooth  all  round, 
showing  no  projection  of  the  mesoderm  into  the  trophoblast.  Unlike 
the  Teacher-Bryce  ovum,  the  trophoblast  consisted  almost  entirely  of 
cells  of  the  Langhans  type.  Up  to  the  time  of  examination  there  was 
no  recognisable  embryonic  area.  This  might  be  due  to  the  imperfect 
preservation.  The  specimen  was  discovered  by  accident  in  a  fragment 
of  uterine  decidua  sent  for  examination.  A  fuller  report  would 
appear  later. 

(2)  A  specimen  of  chorion  epithelioma  of  uterus. 

Dr  W.  F.  T.  Haultaiu  showed  a  specimen  of  sarcoma  in  the 
main  horn  of  a  doutole-horned  uterus.  History — The  patient, 
aged  42,  unmarried,  had  suffered  from  menorrhagia  for  some  time, 
the  periods  lasting  for  ten  days,  but  came  regularly  every  twenty-eight 
days.  Three  months  before  I  saw  her  at  Leith  Hospital  she  had  a 
period  lasting  three  weeks,  followed  by  another  lasting  the  same  time 
after  an  interval  of  a  week.  She  then  had  another  week's  interval, 
and  when  I  saw  her  had  been  bleeding  for  another  fortnight.  She 
stated  that  otherwise  she  was  feeling  quite  fit  and  had  not  lost  weight 
to  her  knowledge. 

Operations. — It  was  intended  to  perform  a  diagnostic  curettage, 
but  on  trying  to  do  so  it  was  found  impossible  to  guide  the  sound 
into  the  uterus.  It  was  also  noted  at  the  time  that  the  external  os 
was  flush  with  the  vaginal  vault  and  that  there  was  no  vaginal 
portion  of  the  cervix.  On  account  of  the  bleeding  and  the  enlarge- 
ment of  the  uterus  I  decided  to  do  a  hysterectomy.  On  opening 
the  abdomen  I  found  the  body  of  the  uterus  to  be  symmetrically 
enlarged,  but  at  its  right  side  was  a  small  fibrous  body,  which  was 
connected  to  the  uterus  below,  but  above  it  was  free.  Unfortun- 
ately the  uterus  and  the  other  tumour  were  removed  separately,  and 
it  was  not  until  the  so-called  tumour  was  opened  up  and  examined 
that  I  was  certain  that  it  was  a  rudimentary  horn.  On  opening  the 
main  body,  it  was.  found  to  be  filled  with  a  tumour  mass,  which 
completely  blocked  the  cervix  and  thus  prevented  my  diagnostic 
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curettage.  It  was  only  slightly  attached  to  the  fundus,  but  elsewhere 
could  be  stripped  off  the  endometrium  quite  easily.  On  examination 
the  tumour  was  found  to  be  a  myo  sarcoma,  the  smaller  horn  being 
found  to  be  free  from  any  sarcomatous  change. 

Dr  Haig  Ferguson  showed — (i)  a  large  cervical  fibroid, 
enucleated  by  abdominal  section.  Mrs  H.,  aged  42,  married 
for  sixteen  years,  with  five  children,  the  youngest  three  years  of  age. 
Mrs  H.  first  noticed  a  swelling  above  the  pubes  eight  months  ago. 
Her  chief  complaints  were  frequency  of  micturition,  constipation, 
leucorrhcea,  and  some  menorrhagia.  On  admission  there  was  a 
regular  smooth  abdominal  swelling  reaching  up  above  the  umbilicus, 
with  the  uterine  body  apparently  resting  on  the  top  of  it,  about  half 
way  between  the  umbilicus  and  the  ensiform  cartilage.  On  pelvic 
examination  the  pelvis  was  found  filled  by  the  tumour  mass  and  the 
anterior  lip  of  the  cervix  could  just  be  felt  high  up  and  behind  the 
symphysis  pubis. 

Operation  (9th  November  1922)  revealed  the  condition  described. 
An  incision  was  made  through  the  cervical  tissue,  above  the  bladder 
reflexion,  and  the  tumour  was  shelled  out  from  below,  the  ovaries 
and  tubes  being  removed  as  well.  The  abdomen  was  closed  without 
drainage. 

The  patient  made  an  uninterrupted  recovery,  and  was  discharged 
well  eighteen  days  after  the  operation.  The  specimen  is  the  largest 
cervical  fibroid  in  the  Royal  College  of  Surgeons,  Edinburgh,  Museum. 

(2)  Ruptured   Pregnancy  in    Rudimentary  Horn — Mrs  G., 

aged  22,  nullipara,  married  eight  months.  The  patient  had  three 
months  amenorrhoea,  and  was  taken  suddenly  ill  at  10  p.m.  on  the 
30th  July  last  with  acute  abdominal  pain  and  vomiting.  She  was  seen 
by  Dr  Newton  at  3  a.m.  on  31st  July,  when  she  was  found  collapsed 
and  was  sent  at  once  into  the  Infirmary.  The  abdomen  was  opened 
at  4.45  A.M.,  the  patient  being  almost  moribund. 

The  abdomen  was  full  of  blood  and  a  ruptured  sac  turned  out 
to  be  the  undeveloped  left  horn  of  a  bi-cornuated  uterus,  from  which 
a  four  months'  foetus  and  membranes  had  escaped  into  the  abdominal 
cavity.  The  left  horn  was  rapidly  removed  and  there  seemed  to  be 
no  apparent  connection  between  it  and  the  other  half  of  the  uterus 
or  with  the  vagina.  In  spite  of  blood  transfusion  the  patient 
unfortunately  died  a  few  hours  later. 

A  post-mortem  examination  was  obtained,  and  the  other  half 
of  the  uterus  and  vagina  were  removed  for  examination.  The  specimen 
was  reconstructed  by  the  kindness  of  Mr  Greig,  Conservator  of  the 
Royal  College  of  Surgeons'  Museum.  Some  doubt  exists  as  to 
whether  there  is  an  opening  between  the  rudimentary  horn  and 
the  other  half  of  the  uterus,  but  if  such  an  opening   exists  it    must 
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be  infinitesimally  small,  and  it  cannot  be  recognised  by  the  naked 
eye.  On  looking  at  the  specimen  one  sees  a  normally-shaped  vagina, 
and  a  well-marked  operculum  in  the  cervix  of  the  empty  fully-developed 
half  of  the  uterus.  The  corpus  luteum  of  pregnancy  is  present  in 
the  left  ovary.  The  spermatozoon  must,  in  all  likelihood,  have 
passed  up  through  the  right  empty  uterus,  through  the  right  Fallopian 
tube,  and  thence  migrating,  have  impregnated  an  ovum  from  the 
left  ovary  which  had  passed  through  the  left  Fallopian  tube  into  the 
undeveloped  horn.  The  condition  is  a  rare  one,  but  similar  conditions 
have  been  described  by  Bland-Sutton  and  others. 

(3)  Pundal  Carcinoma  in  a  Double  Uterus. — Mrs  H.,  aged  65, 
married  twenty-three  years,  no  children. 

During  the  last  twelve  months  the  patient  had  been  bleeding 
almost  daily.  Her  menopause  occurred  fifteen  years  ago.  She 
has  never  complained  of  pain.  An  exploratory  curettage  on  the 
13th  November  revealed  malignant  disease  of  the  body,  and  on  the 
20th  of  November  the  uterus  was  removed  by  Wertheim's  method, 
the  abdomen  and  vagina  being  thoroughly  painted  with  a  solution 
of  crystal  violet. 

The  specimen  shows  a  sub-peritoneal  fibroid  attached  to  the 
fundus  of  a  bi-cornuated  uterus.  The  whole  cavity  of  the  uterus 
is  filled  with  the  malignant  mass,  and  apparently  the  original  septum 
has  been  destroyed  by  the  cancerous  infiltration.  The  patient  made 
a  good  recovery,  and  was  discharged  well  twenty-one  days  after 
the  operation. 

(4)  A  Large  Uterine  Fibroid  -with  Twisted  Pedicle  and 
Intra-peritoneal  Haemorrhage. — Mrs  W.,  aged  41  years,  married 
five  years,  no  children. 

The  patient  was  sent  into  the  Infirmary  with  a  large  fibroid, 
suffering  from  severe  abdominal  pain.  The  diagnosis  was  provisionally, 
that  the  fibroid  was  undergoing  some  degeneration.  During  the 
night,  after  her  admission  to  the  ward,  she  suddenly  collapsed,  and 
her  pulse  went  up  to  120,  with  a  temperature  of  96^  F. 

Dr  Ferguson  opened  the  abdomen  and  found  the  abdominal 
cavity  full  of  blood,  just  like  a  ruptured  extra-uterine  pregnancy.  The 
fibroid,  which  was  a  large  subperitoneal  one,  was  found  to  be  twisted 
one  and  a  half  times  from  left  to  right  upon  its  pedicle.  The  uterus 
itself  was  also  twisted  to  a  lesser  extent.  The  blood  was  flowing 
freely  from  a  rent  in  a  large  vein,  about  the  size  of  a  slate  pencil, 
which  was  one  of  many  coursing  over  the  surface  of  the  fibroid.  The 
left  ovary  was  cystic.  A  supra-vaginal  hysterectomy  with  removal 
of  both  tubes  and  ovaries  was  rapidly  performed,  and  the  patient  was 
discharged  well  on  the  twentieth  day  after  admission. 

Dr  H.  J.  C.  Gibson  and  Dr  G.  Marshall  Findlay  showed  a  case 
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of  primary  papillary  adenocarcinoma  of  the  right  ovary,  with 
secondary  growths  in  the  spleen,  lungs,  and  skin.  The  secondary 
lesion  in  the  skin  was  situated  in  the  right  supra-clavicular  region  ; 
from  this  metastasis  the  tumour  growth  had  permeated  the  right 
subclavian  vein,  the  superior  vena  cava,  and  the  right  auricle. 


Meeting— I oth  January   1923. 
EXHIBITION    OF   SPECIMENS. 

Dr  Gertrude  Herzfeld  showed — (i)  a  specimen  from  a  case  of 
Double  Recurrent  Ectopic  Gestation.  Patient,  a  widow  aged  35, 
ii-para,  was  admitted  to  the  Women's  Hospital,  Whitehouse  Loan,  in 
Oct.  1920,  with  a  history  of  pain  in  lower  abdomen — three  days'  dura- 
tion— acute  for  six  hours  with  vomiting.  History  of  one  missed 
period.  Examination  showed  rigidity  of  abdomen,  marked  tenderness 
on  left  side,  and  P.^^  left-sided  swelling,  left  rectus.  Laparotomy 
revealed  a  large  quantity  of  free  blood  with  a  ruptured  tubal  gestation. 
Tube  and  ovary  removed — uninterrupted  recovery. 

In  Nov.  1922,  patient  again  had  abdominal  pain  on  right  side, 
with  history  of  one  missed  period  and  then  slight  loss  for  ten  days. 
P.V.  mass  in  right  side.  Diagnosis  tubal  pregnancy,  confirmed  on 
opening  abdomen  ;  this  time  a  tubal  abortion,  with  slight  haemorrhage 
from  fimbriated  extremity.     Tube  removed — recovery. 

(2)  Large  Ovarian  Cyst  and  Multiple  Fibroids.  Unmarried 
woman,  aged  49.  Twenty  years  previously  had  right  ovarian  cyst,  size 
of  football,  removed  by  Dr  Berry  Hart;  since  then  gradual  swelling 
of  abdomen  noted,  increasing  more  rapidly  last  year.  On  admission 
abdomen  enormously  distended  —  umbilical  circumference  46  in. 
Large  ventral  hernia  from  former  operation.  Left  rectus  incision,  and 
huge  ovarian  cyst  weighing  29  lbs.  removed  entire.  Multiple  adhesions 
noted ;  several  smaller  cysts  removed  from  region  of  right  ovary, 
weighing  in  all  2},  lbs.  Multiple  fibroids  of  uterus  also  present.  At 
second  operation,  six  weeks  later,  supravaginal  hysterectomy  was 
carried  out,  uterus  and  tumours  weighing  4A  lbs.  Ventral  hernia 
repaired,  and  patient  sent  home  greatly  pleased  with  her  figure  and 
minus  35  lbs.  of  tumours.  Pathological  report  of  ovarian  tumour 
showed  papillary  cyst-adenoma. 

Dr  Haig  Ferguson  showed — (i)  a  Uterus  containing  a  large 
Gangrenous  Submucous  Fibroid,  complicated  by  Double 
Pyosalpinx,   Acute  Appendicitis,  and    Purulent    Peritonitis. 

The  patient,  a  married  woman,  aged  46,  had  been  feehng  ill  for  two 
years,  and  had  had  an  offensive  vaginal  discharge  with  more  or  less 
constant   pain    in    the    lower    abdomen.      She    also    suffered    from 
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menorrhagia.  On  vaginal  examination  the  os  uteri  was  tightly 
closed  and  a  diagnosis  was  made  of  an  infected  fil)roid.  I)r  Ferguson 
did  a  pan-hysterectomy  and  appendicectomy  on  the  loth  December 
last,  and  although  the  case  was  an  extremely  unpromising  one  on 
account  of  the  many  complications,  she  has  made  a  good  recovery, 
though  somewhat  delayed  by  a  certain  amount  of  infection  of  the 
abdominal  walls.  The  abdominal  skin  and  vagina  were  treated  with 
violet-green  solution  before  the  operation,  which  no  doubt  limited 
the  infection  which  otherwise  would  have  been  more  extensive. 

(2)  A  Cystic  Fibroma,  apparently  growing  in  the  broad  ligament 
and  unattached  to  the  uterus,  bearing  a  close  resemblance  before 
operation  to  an  ovarian  cyst,  and  during  the  operation  to  a  cervical 
fibroid.  The  patient  was  a  nullipara,  aged  42  years,  and  for  three  weeks 
before  admission  she  had  noticed  the  tumour  growing  rapidly.  At 
the  operation  the  bladder  was  found  to  be  nearly  up  to  the  umbilicus, 
raised  up  by  the  tumour,  which  gave  all  the  appearances  of  a  cervical 
fibroid.  The  tumour  was  shelled  out  of  its  capsule  with  difficulty, 
and  the  uterus  was  amputated  by  supra-vaginal  section,  along  with  both 
ovaries  and  tubes.  The  ureters  were  located  and  were  undamaged. 
The  pathological  report  of  the  cyst,  which  was  surrounded  by  a 
dense  fibrous  capsule,  says  that  the  tissue  consists  of  fibrous  tissue 
which,  in  places,  is  highly  cellular.  The  case  is  interesting  from  the 
point  of  view  of  diagnosis.  The  patient  made  an  uninterrupted 
recovery. 

(3)  A  Large  Hydrosalpinx,  which  had  undergone  partial 
rotation  and  in  which  there  was  some  degree  of  haemorrhage,  though 
the  serous  fluid  predominated  over  the  blood.  The  patient  was 
28  years  of  age,  a  nullipara,  and  had  been  married  for  six  years.  Her 
complaint  was  sterility  and  constant  gnawing  pain  in  the  left  iliac 
fossa.  On  examination  a  cystic  swelling,  thought  to  be  an  ovarian 
cyst,  was  found  on  the  left  side  behind  the  uterus.  On  opening 
the  abdomen  the  left  tube  was  found  to  be  in  the  condition 
as  shown  with  several  twists,  involving  the  isthmial  portion  of  the 
tube.  The  ovary  was  not  involved  in  the  torsion,  and  the  tube  was 
removed  alone,  the  ovary  being  left.  The  patient  had  suffered  from 
profuse  yellow  vaginal  discharge  three  and  a  half  years  ago,  and  it  is 
probable  that  the  gonococcus  was  the  tetiological  factor  in  her  case. 
She  made  a  good  recovery. 

(4)  A  Large  Fibroma  of  the  Ovary,  removed  from  a  nullipara, 
aged  64  years,  twenty  years  after  the  menopause.  The  patient,  an 
unmarried  woman,  was  quite  well  till  three  weeks  ago,  when  she  had 
acute  retention  of  urine,  followed  by  frequency  of  micturition  and 
dysuria.  A  swelling  in  the  abdomen  (extending  to  above  the 
umbilicus)    could    easily    be    felt,    which    was    hard,    painless,    and 
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movable,  and  gave  one  the  impression  of  a  calcified  fibroid.  On 
vaginal  examination  the  uterus  could  not  be  felt  separately  from  the 
tumour,  no  doubt  on  account  of  her  adiposity,  which  made  it  difficult 
to  locate  her  pelvic  organs.  On  opening  the  abdomen  on  the 
gth  January  last,  the  tumour  was  found  to  be  a  fibroma  of  the  left 
ovary,  attached  by  a  very  narrow  pedicle  to  the  left  broad  ligament, 
and  this  pedicle  had  undergone  axial  rotation  and  was  just  on  the  point 
of  giving  way.  In  fact,  it  gave  way  as  soon  as  the  tumour  was  grasped. 
The  uterus  was  small  and  atrophied,  and  the  right  ovary  was  normal. 
There  was  a  small  quantity  of  clear  fluid  in  the  peritoneal  cavity. 
The  patient  made  a  good  recovery. 

The  President  {Dr  Lamoiid  Lackie)  showed  a  specimen  of 
Ruptured  Interstitial  Tubal  Pregnancy.  The  patient,  set.  27, 
was  admitted  to  Leith  Hospital  in  extremis,  and  died  a  few  minutes 
after  being  put  to  bed.  The  post-mortem  examination  showed  a 
pregnancy  which  the  President  took  to  be  of  the  utero-tubal  variety 
of  interstitial  gestation.  The  condition  of  internal  haemorrhage  had 
been  diagnosed  by  Dr  Kerr,  who  sent  her  in  at  once.  The  President 
stated  that  last  year  he  showed  a  similar  case,  and  in  it,  as  in  this, 
the  pregnancy  was  very  early,  although  it  is  generally  stated  that 
such  go  on  longer  than  those  of  the  ampullary  variety.  Dr  Fordyce 
suggested  that  Dr  Watson,  Dr  Johnstone,  and  Dr  Young  should  form 
a  committee  to  examine  and  report  on  this  specimen  at  next  meeting. 
This  was  agreed  to. 


Meeting — 14th  February  1923. 

James  David  Gilruth,  M.D.,  and  A.  Hume  Cuthbert,  M.B.,  Ch.B., 
were  elected  Ordinary  Fellows  of  the  Society. 

The  President  made  a  statement  regarding  the  forthcoming  Annual 
British  Congress  of  Obstetrics  and  Gynecology,  to  be  held  in  Edinburgh 
from  19th  to  2ist  April  next  inclusive. 

The  late  Dr  J.  W.  Ballantyne. 

At  the  opening  of  Public  Business,  the  President  made 
reference  to  the  late  Dr  J.  W.  Ballantyne  in  the  following 
terms  : — 

We  meet  to-night  under  the  shadow  of  a  great  loss — a  great  loss 
to  the  Society  and  a  loss  which  is  truly  personal  for  most  of  us.  It 
is  hard  to  believe  that  Dr  J.  W.  Ballantyne  has  gone,  and  that  we 
shall  never  again  find  him  in  his  accustomed  seat  in  this  hall.  It  is 
impossible  to  supplement  what  has  been  so  well  said  of  our  friend 
in  the  Press  by  Fellows  of  this  Society,  who  have  presented  us  with 
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living  descriptions  of  his  life  and  character.  Nor  is  this  the  time  to 
review  Ballantyne's  work,  and  to  estimate  its  wonderful  influence  on 
Obstetrics  of  to-day  and  of  the  future.  One  merely  wishes  at  present 
to  recall  and  to  emphasise  his  long  connection  with  this  Society,  and 
the  outstanding  part  he  played  in  all  its  doings. 

Elected  a  Fellow  forty  years  ago,  Ballantyne  rarely  missed  a  meet- 
ing, and  all  will  agree  that  throughout  that  time  no  one  brought 
greater  lustre  to  the  reputation  of  the  Society.  In  due  course  he 
held  the  various  offices  of  Secretary,  Editor  of  Transactions,  Member 
of  Council,  and  Vice-President,  until  in  1906  he  was  elected  President. 
Many  of  us  remember  his  inaugural  address,  in  which  he  cleverly  and 
humorously  recorded  an  imaginary  telephonic  conversation  with  the 
President  of  1940.  Ballantyne  pictured  the  Obstetrical  methods  of 
teaching  and  practice  which  might  then  pertain,  and  already  in  several 
directions  his  prophecy  is  proving  true. 

That  address  was,  of  course,  only  one  of  almost  countless  papers  he 
read  before  this  Society — every  one  most  original  and  delivered  in  a 
characteristically  racy  style  of  high  literary  excellence.  In  debate  or  in 
discussing  the  papers  of  others  he  was  ever  ready,  always  interesting, 
and,  indeed,  unique.  His  criticism  was  at  all  times  kindly  and  helpful, 
and  he  never  failed  to  introduce  just  a  touch  of  humour,  which  added 
much  to  the  attraction  of  his  speaking.  Everyone  listened  to 
Ballantyne  :  his  remarks  were  never  commonplace  :  they  were  always 
of  the  unexpected.  We  all  remember  the  merry  twinkle  of  his  eye 
and  his  cheery  smile  as  he  evolved  an  argument  which  at  first  seemed 
somewhat  fantastic,  but  which  before  he  had  finished  shed  new  light 
on  the  subject  under  discussion  and  suggested  a  new  line  of  thought. 

Throughout  all  the  ages,  his  name  will  be  associated  with  antenatal 
pathology  and  antenatal  care,  and  his  pioneer  work  in  these  departments 
will  never  die.  We  are  proud  to  think  that  it  was  first  of  all  to  this 
Society  that  he  made  most  of  his  communications  on  these  subjects, 
and  that  through  our  Transactiotis  they  became  known  throughout  the 
civilised  globe. 

It  is  true  to  say  that  "  Preventive  Midwifery  "  to  a  very  large  extent 
is  the  direct  outcome  of  his  labours,  and  we  rejoice  that  he  lived  to 
see  his  work  appreciated  and  recognised  throughout  the  Obstetrical 
world. 

Dr  J.  W.  Ballantyne  was  one  of  the  most  kindly  and  charitable 
of  men,  as  he  was  one  of  the  most  industrious  and  courageous. 
The  goodly  heritage  we  enjoy  in  the  memory  of  his  life  and  work 
should  ever  prove  an  inspiration  stimulating  us  to  maintain  as  far  as  in 
us  lies  the  high  traditions  of  this  Society  of  which  he  was  such  a 
distinguished  Fellow. 
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Dr  C.  IV.  So77ierville  showed — (i)  Foetus  papyraceus  and 
placenta;  (2)  A  dead  ovum  complete  at  seventh  month. 

Professor  B.  P.  Watsofi  showed — (i)  A  uterus  with  cancer  of  the 
cervix  detected  during  pregnancy — Wertheim  operation. 

(2)  Uterus  with  cancer  of  the  cervix,  removed  by  Wertheim 
operation.  The  patient  aborted  at  the  fifth  month,  and  the  radical 
operation  was  carried  out  successfuhy  four  weeks  later. 

(3)  Uterus  removed  after  second  Caesarean  section  showing 
old  Caesarean  scar. 

Dr  Fordyce  asked  if  one  were  justified  in  sterilising  a  woman 
at  her  own  wish.  Seeing  this  patient  had  no  contraction  of  the 
pelvis,  it  was  questionable  whether  the  removal  of  the  uterus  were  quite 
justified.  He  had  lately  been  requested  by  a  doctor  to  sterilise  a 
patient  who  had  had  two  illegitimate  children  with  great  difficulty. 
She  was  going  to  be  married  and  did  not  wish  to  have  the  trouble 
of  having  children.  He  thought  that  the  removal  of  the  uterus  at  a 
patient's  request  was  a  very  debatable  point. 

Dr  Haig  Ferguson  showed  a  specimen  which  he  had  removed  that 
morning  from  a  married  woman  aged  43.  The  tumour  was  the  size  of 
a  six  months'  pregnancy  and  grew  from  the  right  ovary.  On  opening 
the  tumour,  which  was  removed  entire,  it  was  found  to  be  a  unilocular 
cyst  containing  a  thick  grumous  fluid,  and  the  whole  of  the  inner 
lining  of  the  cyst  was  covered  with  extensive  papillomatous  growths. 
The  pathological  report  has  not  been  received  as  regards  the  nature  of 
the  papillomata — whether  they  are  malignant  or  not.  The  interesting 
point  about  the  cyst  is  that  the  oophoron  is  perfectly  normal  and  the 
cyst  was  apparently  growing  from  the  hilum  of  the  ovary,  which  is 
known  to  contain  some  Wolffian  remains.  As  a  rule  such  cysts  burrow 
between  the  layers  of  the  broad  ligament,  but  in  this  case  the  tumour 
grew  up  into  the  abdomen  and  had  a  distinct  pedicle  which  was  easily 
dealt  with.  Some  doubt  has  recently  been  thrown  on  the  question 
whether  papillomata  necessarily  have  their  origin  in  the  hilum  of  the 
ovary,  and  there  is  reason  to  believe  that  many  papillomata  have  not 
this  origin.  But  in  this  case  the  origin  was  clearly  in  the  hilum  and 
at  the  same  time  the  tumour  had  a  well-developed  pedicle.  The  cyst 
wall  in  this  case  was  comparatively  thick,  unlike  the  usual  papillomatous 
tumours,  and  there  was  no  tendency  to  erosion  of  the  cyst  wall. 
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A   NOTE   ON    A    NEW    USE   OF   OXYGEN 
THERAPY.* 

By  G.  S.  DAVIDSON,  M.A.,  M.B.,  Ch.B.  (Aberd.),  F.R.C.S.  (Edin.). 

I  HAVE  read  with  interest  the  report  in  the  Edinburgh  Medical 
Journal  of  October  and  November  of  the  papers  on  Oxygen 
Want  read  by  Professor  Meakins  and  Dr  Davies  before  the 
Medico-Chirurgical  Society.  Now  that  these  reports  are  such 
an  integral  part  of  the  Journal,  it  may  not  be  entirely  out  of 
order  if  you  allow  me  to  report  some  experiences  I  have  had 
in  this  connection,  in  a  direction  not  touched  on  by  them. 
I  refer  to  what  really  amounts  to  morphine  poisoning — both 
adult  and  foetal. 

The  first  occasion  when  the  value  of  oxygen  therapy  in 
this  condition  was  brought  to  my  notice  was  a  case  where, 
through  an  error  in  dilution,  a  patient  was  given  \  gr.  of 
morphine  as  a  pre-anaesthetic  dose.  The  anaesthetic  was 
exceedingly  easy,  the  patient  requiring  very  little  open  ether. 
Fortunately  no  chloroform  was  given.  On  her  return  to  bed 
she  ceased  to  breathe,  though  the  heart  was  entirely  satisfactory. 
The  over-dosage  of  morphine  was  soon  suspected,  and  artificial 
respiration  with  oxygen  induced  spontaneous  respiration  after 
about  half-an-hour's  work. 

Subsequently,  my  experiences  have  been  in  cases  of 
"  twilight "  and  other  babies  during  my  term  as  Resident 
Obstetric  Surgeon  at  the  Royal  Maternity  and  Simpson 
Memorial  Hospital  (April  to  June   1922). 

Most  obstetricians  who  have  used  twilight  sleep  to  any 
extent,  are  now  agreed  that  it  may  be  dangerous  to  the  child, 
if  the  morphine  is  given  to  the  mother  within  two  to  two  and 
a  half  hours  of  the  end  of  the  second  stage  of  labour.  During 
the  terms  of  which  I  write,  all  primiparae  were  given  "  twilight," 
which  in  this  instance  consisted  of  Morph.  Sulph.  gr.  \  and 
Hyoscine  Hydrobrom.  gr.  y^  for  the  first  dose.  The  sub- 
sequent doses  of  Hyoscine  gr.  -5-^  were  given  when  it  was 
thought  desirable,  as  judged  by  the  degree  of  amnesia.  The 
morphia  was  never  repeated.     Most  people  know  how  difficult 
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it  is  to  gauge  correctly  the  time  that  a  labour  will  take  to 
finish.  Hence  it  sometimes  happened  that  primipara^  who 
arrived  at  hospital  in  labour,  and  who  were  given  the  first  dose 
of  "  twilight,"  delivered  themselves  spontaneously  during  the 
danger  period. 

Not  always,  but  frequently,  these  infants  were  slow  to 
breathe.  Of  these  "  lazy  babies  "  most  were  in  a  fairly  advanced 
stage  of  blue  asphyxia ;  some  were  in  a  state  of  white  asphyxia, 
and  it  was  in  the  case  of  the  last,  especially,  that  we  found 
oxygen  so  very  helpful. 

Professor  Meakins  says :— "  Purple  cyanosis,  although 
dangerous,  is  not  nearly  so  dangerous  as  the  leaden  hue  or 
livid  type,  because  this  indicates  a  vaso-motor  paralysis,  and 
oxygen  want  with  circulatory  failure  invariably  leads  to  death 
unless  forestalled  by  vigorous  oxygen  therapy."  Put  para- 
doxically—  Is  the  condition  in  the  man,  who  is  nigh  unto  death, 
the  same  as  that  in  the  infant,  who  has  never  lived,  because 
it  has  never  breathed?  It  appears  to  be  so,  for  the  results 
of  treatment  in  the  two  cases  are  the  same. 

The  first  infant  I  tried  it  on  was  an  eclamptic  baby.  Its 
mother  was  a  very  bad  case — nearly  blind ;  almost  anuric, 
the  little  urine  there  was  being  practically  solid  ;  many  fits ; 
mentally,  either  comatose  or  in  a  fighting  delirium — all  the 
bad  points  noted  by  Dr  Eden  in  the  recent  discussion.  She 
had  had  a  lot  of  morphia  (?  2  grs.  altogether)  to  control  the 
fits.  Yet  she  was  delivered  instrumentally  (after  the  os  was 
full  and  the  head  on  the  perineum  by  the  normal  forces)  of 
a  living  child.  It  was  alive  in  that  its  heart  was  still  beating 
feebly,  but  that  was  all  that  could  be  said  for  it.  The  usual 
methods  of  resuscitation  were  tried,  and,  if  anything,  the  infant 
was  worse  and  made  no  attempt  whatever  to  breathe.  It  was 
long  in  its  stage  of  transanimation,  as  Dr  Ballantyne  would 
have  us  call  it. 

It  was  then  that  the  use  of  oxygen  occurred  to  me.  A 
gentle  flow  of  about  five  bubbles  to  the  second  was  achieved, 
and  the  tube  placed  like  a  spatula  over  the  infant's  tongue, 
while  the  artificial  respiration  was  continued  by  Byrd's  method 
with  the  infant  lying  in  fairly  warm  water  all  the  time.  It 
was  a  forlorn  hope,  but  the  oxygen  acted  like  a  charm. 
Before  spontaneous  respiration  occurred,  i.e.,  during  artificial 
respiration  of  oxygen,  the  livid  colour  gave  way  to  blue,  and 
after  some  spontaneous  breathing  of  oxygen  the  child  became 
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beautifully  pink  and  went  on  quite  well.  An  interesting  point 
is  that  the  child  itself  had  a  fit  thirty  hours  after  delivery. 
Unfortunately  no  sample  of  urine  ccjuld  be  obtained.  Both 
the  child  and  its  mother  went  home  very  well  some  three 
weeks  later. 

Method. — If  the  condition  of  the  child  was  thought  to  be 
grave,  the  cord  was  clamped  and  cut  at  once.  The  child  was 
held  with  its  head  low,  so  as  to  favour  the  flow  of  mucus  from 
the  mouth  and  the  nose,  while  the  nasopharynx,  etc.,  were 
thoroughly  cleared  by  swabs  and  a  mucus-extractor.  When 
one  was  satisfied  that  the  air-passages  were  clear,  it  was 
immersed  in  a  bath  of  warm  water  (98°  F.  at  first  and 
gradually  increased  somewhat).  A  little  direct  insufflation 
was  tried,  but  if  the  response  to  this  was  not  rapid,  oxygen 
with  artificial  respiration  by  Byrd's  method,  with  the  child 
lying  in  the  water  all  the  time,  was  undertaken.  Oxygen  was 
given  directly  by  inserting  the  tube  into  the  child's  mouth  and 
holding  it  there,  the  flow  being  adjusted  at  three  to  five 
bubbles  per  second.  This  quantity  seemed  to  be  sufficient  for 
asphyxiated  infants,  although,  as  Dr  Davies  points  out,  it 
would  be  quite  insufficient  for  pneumonic  or  gas-poisoned 
adults.  The  nasal  route  was  not  used  for  two  reasons : — 
(i)  time  and  facility;  (2)  a  child's  first  inspiratory  efforts 
are  usually  by  the  mouth.  There  was  no  fear  of  an  over-dose, 
as  the  oxygen  was  discontinued  as  soon  as  the  child  became 
a  healthy  pink. 

The  case  above  was  the  most  remarkable  success.  Other 
infants,  less  toxic  and  less  asphyxiated,  were  given  the  same 
treatment,  in  no  case  without  an  entirely  satisfactory  result. 
It  is  quite  likely  that  some  of  the  infants  would  have  come 
round  and  survived  without  the  treatment,  but  I  am  convinced 
that  some  lives  were  saved  in  this  way.  Again,  it  is  much  more 
comforting  to  one's  mind,  from  both  doctors'  and  sisters'  point 
of  view,  to  see  a  nice  pink  baby,  than  to  have  to  come  back 
time  and  again  to  see  how  it  is  getting  on. 

I  regret  that  I  am  unable  to  give  figures  dealing  with  the 
cases,  as  no  special  notes  were  kept  of  "  oxygen  "  babies.  In 
such  cases  the  mother  usually  delivered  herself  spontaneously, 
though  during  the  danger  period,  and  so  the  cases  were,  to  all 
intents  and  purposes,  normal. 

I  think  it  says  something  for  the  efficiency  of  the  treatment 
that,  when   one  was  called  to  the  labour  ward  on   account  of 
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an    infant's    "  laziness,"  one    usually   found    the   oxygen   going 
strong,  as  the  sisters  were  all  firm  believers  in  it. 

I  have  to  thank  Dr  Fordyce  for  permission  to  record  this 
method  of  treatment. 

Discussion. 

Dr  Fordyce  referred  to  the  case  of  a  patient  who  had  had  twilight 
sleep  and  the  resident  announced  that  she  had  stopped  breathing. 
Artificial  respiration  had  to  be  kept  up  for  three  quarters  of  an  hour, 
while  the  inhalation  of  oxygen  proved  of  great  value.  This  was  a  case 
where  the  inhalation  of  oxygen  was  of  benefit  to  the  mother,  but  it  vvas 
interesting  to  hear  from  Dr  Davidson's  paper  that  it  could  also  be  of 
advantage  to  the  child. 

The  President  said  that  they  were  much  indebted  to  Dr  Davidson 
for  bringing  this  subject  before  them.  The  results  from  the  use  of 
oxygen  in  apnoeic  babies  were  very  striking.  It  would  be  possible  in 
hospitals  to  use  oxygen  in  every  case  when  necessary,  but  one  could 
scarcely  hope  to  have  the  apparatus  always  at  hand  in  private  practice. 


TREATMENT   OF   PUERPERAL    INFECTIONS.* 
By  B.  P.  WATSON,  M.D.,  F.R.C.S.E. 

In  obstetrics  probably  more  than  in  any  other  branch  of 
medicine  old  methods  of  treatment  persist  long  after  their 
efficacy  has  been  disproved  by  more  recent  scientific  knowledge 
and  experience.  In  recent  years  our  conception  of  puerperal 
infections  has  undergone  a  great  change,  and  yet  the  general 
body  of  the  profession  has  not  realised  it,  for  we  daily  see 
and  hear  of  procedures  being  carried  out  which  we  can  only 
regard  as  harmful. 

The  great  danger  of  specialisation  is  that  the  specialist  is 
apt  to  lose  his  perspective  and  to  be  so  immersed  in  the 
details  of  his  own  subject  as  to  lose  sight  of  advances  being 
made  in  other  directions,  many  of  which  may  be  of  the  utmost 
importance  to  him.  What  we  have  to  realise  is  that  the 
general  principles  of  pathology  have  a  universal  application, 
and  that  the  details  of  treatment  founded  upon  them  should 
require  only  slight  modification  to  meet  the  different  anatomical 
and  physiological  conditions  present  in  any  region  of  the  body. 

*  Read  14th  February  1923. 
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There  is  not  the  time  to-night,  nor  do  I  intend  to  go 
fully  into  the  treatment  of  all  the  different  varieties  of  puerperal 
infections.  All  I  wish  to  do  is  to  ask  if  that  treatment  is 
always  in  conformity  with  what  we  know  of  pathology  and 
of  infections  in  general,  for  on  this  must  depend  its  likelihood 
of  yielding  the  best  results. 

Much  has  been  learned  in  recent  years  regarding  the  mode 
of  invasion  of  infective  organisms,  and  nothing  is  of  more 
importance  from  the  obstetrical  point  of  view  than  a  realisation 
of  the  frequency  with  which  infective  organisms  spread  through- 
out the  blood  stream  from  what  was  at  first  a  purely  local  focus. 
The  organisms  concerned  principally  in  puerperal  infections, 
the  streptococci,  staphylococci,  colon  bacilli,  pneumococci,  and 
gonococci,  very  rapidly  gain  the  blood  stream,  so  that  probably 
a  few  escape  into  it  from  every  local  focus.  In  the  majority 
of  instances  their  numbers  are  so  small  and  the  reaction  of 
the  blood  tissues  so  great  that  they  do  not  long  survive. 
Furthermore,  a  great  many  organisms,  hitherto  regarded  as 
purely  saprophytic,  have  been  proved  to  be  capable  of  living  in 
the  tissues  and  spreading  by  the  circulating  blood.  In  view  of 
these  facts  we  must  discard  altogether  the  old  classification  of 
puerperal  infections  into  sapraemias  and  septicaemias.  We  must 
regard  every  case  of  bacterial  invasion  of  the  genital  tract  as  a 
potential  bacteremia,  and  must  direct  our  treatment  accordingly. 

When  organisms  invade  a  raw  surface  the  lesion  is  at 
first  quite  localised.  There  is  inflammatory  reaction  with  a 
certain  amount  of  destruction  of  tissue.  Whether  the  condition 
remains  localised  depends  on  the  degree  of  the  reaction,  on 
the  number  and  virulence  of  the  organisms,  and  on  the  amount 
of  rest  that  can  be  ensured.  If  spread  occurs  it  may  take 
place  by  continuity  of  tissue,  sometimes  along  the  surface, 
often  along  the  lymph  channels,  or  the  larger  lymph  vessels 
may  be  invaded  and  the  organisms  disseminated  in  the  tissues 
through  which  they  run,  there  producing  other  lesions.  Throm- 
bosis of  blood-vessels  may  occur  and  the  organisms  invade  the 
thrombus,  so  that  the  latter  becomes  more  and  more  extensive, 
spreading  up  the  veins  towards  the  heart  and  to  a  lesser  extent 
along  the  arteries.  From  such  a  thrombus  the  organisms  may 
spread  into  the  general  blood  stream,  although  this  is  not 
necessarily  the  case.  Pieces  of  thrombi  may  become  detached, 
and  such  emboli,  laden  as  they  are  with  the  infecting  organism, 
may  set  up  lesions  in  distant  parts  without  there  being  any 
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general  blood  infection.  Finally,  without  any  degree  of 
thrombosis,  and  often  with  a  very  minute  local  lesion,  there 
may  be  a  massive  general  dissemination  throughout  the  blood 
stream — a  true  bacteraemia. 

Apply  this  general  knowledge  to  the  particular  subject 
with  which  we  are  dealing.  \Ye  know  that  the  majority  of 
infections  of  the  mucous  surface  of  the  puerperal  uterus  remain 
localised.  Reaction  is  such  that  the  organisms  are  destroyed. 
If  any  escape  into  the  blood  stream  they  are  so  few  in  number 
as  not  to  survive.  The  patient  has  an  elevation  of  temperature 
for  a  few  days,  the  lochia  may  be  profuse  and  purulent  for 
a  time,  but  soon  everything  settles  down  to  normal. 

Extension  by  continuity  of  tissue  results  in  a  spreading 
inflammation  of  the  mucosa,  in  an  infiltration  of  the  muscular 
wall  of  the  uterus,  or  an  extension  to  the  tubes  with  or  without 
pus  formation. 

If  the  lymph  stream  is  invaded  a  general  peritonitis  may 
occur,  but  more  usually  there  results  an  inflammatory  reaction  in 
the  cellular  tissue  of  the  broad  ligaments,  with,  in  my  experi- 
ence, nearly  always  an  involvement  of  the  tubes — the  so-called 
pelvic  cellulitis.  This  may  or  may  not  go  on  to  abscess 
formation,  but  nearly  always  remains  localised  to  the  pelvis. 

Thrombus  formation  is  always  present  at  the  placental  site, 
and  any  organismal  invasion  of  this  area  is  peculiarly  liable 
to  cause  an  extension  of  it,  hence  the  frequency  of  septic 
thrombo-phlebitis  of  the  ovarian  and  other  pelvic  veins  as  a 
manifestation  of  puerperal  sepsis.  Bacterial  invasion  of  the 
general  blood  stream  I  have  already  referred  to. 

These  are  the  lesions  our  general  knowledge  of  infections 
would  lead  us  to  expect,  and  these  are  the  lesions  which  we 
find  clinically  and  in  the  post-mortem  room  in  cases  of  puerperal 
sepsis — 

(i)  A  localised  surface  infection  of  the  mucosa. 

(2)  A  spreading  infective  lesion  of  the  general  surface  of 

the  mucosa  often  with  extension  to  the  tubes. 

(3)  An  inflammatory  infiltration  of  the  uterine  wall,  some- 

times wath  abscess  formation. 

(4)  An  inflammatory  effusion  in  the  cellular  tissue  of  the 

broad    ligaments   with    or    without   pus,   and   usually 
accompanied  by  tubal  inflammation  with  or  without  pus. 

(5)  ^  general  peritonitis. 
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(6)  A   septic   thrombo-phlcbitis  of  the    pelvic  veins  with 

or  without  emboli,  and  with  or  without  bacteraemia. 

(7)  A  general  bacteraemia. 

In  any  one  case  there  may,  of  course,  be  a  combination  of 
these  conditions.  Knowing  these  to  be  the  possibilities,  how 
ought  we  to  approach  the  investigation  and  treatment  of  the 
case  of  a  woman  confined  two  or  three  days  previously  and 
presenting  febrile  symptoms?  The  first  thing  to  do  obviously 
is  to  exclude  the  possibility  of  the  fever  being  due  to  any 
other  cause  than  puerperal  sepsis.  This  involves  a  careful 
examination  of  the  heart,  lungs,  kidneys,  breasts,  and  other 
organs.  Some  time  ago,  Dr  W.  A.  Scott  and  I  made  an 
analysis  of  all  our  cases  of  fever  in  the  puerperium  :  in  2096 
cases  confined  in  the  Burnside  Maternity  Hospital,  Toronto, 
476  showed  definite  puerperal  morbidity  according  to  the 
standard  laid  down  by  the  British  Medical  Association.  In 
only  50  of  these  could  we  find  any  definite  septic  lesion  in 
the  pelvis.  In  20  the  cause  of  the  temperature  was  extra- 
genital from  such  conditions  as  pyelitis,  cystitis,  pneumonia, 
miliary  tubercle,  suppurating  ear,  etc.  In  the  remaining  406 
no  definite  lesion  to  account  for  the  temperature  could  be 
detected  by  any  of  the  ordinary  methods  of  examination, 
including  blood  cultures.  All  of  these  patients  made  a  perfect 
recovery  without  any  treatment.  What  the  cause  of  the 
temperature  was  we  could  not  definitely  say,  but  doubtless 
in  a  good  many  of  the  cases  there  was  some  infective  lesion 
of  a  mild  character  somewhere  in  the  genital  tract. 

The  first  thing  to  do  in  any  case  is,  therefore,  to  make  a 
general  examination  of  the  patient  and  to  abstain  from  any 
local  treatment  until  the  indications  for  it  are  quite  definite. 
Finding  nothing  extragenitally  we  should  investigate  the  pelvic 
organs.  The  perineum  is  inspected.  If  there  is  a  wound  and 
it  looks  inflamed,  any  stitches  ought  to  be  removed  and  free 
drainage  allowed.  The  same  applies  to  stitches  in  the  cervix. 
A  careful  and  very  gentle  bimanual  examination  may  now 
be  made.  At  this  early  stage  probably  nothing  will  be  dis- 
covered, or  at  most  a  large  tender  uterus  Avith  profuse  and 
perhaps  foetid  lochia,  but  in  the  absence  of  physical  signs  in 
the  other  systems,  or  in  the  perineum  or  cervix,  we  conclude 
that  the  uterus  is  the  source  of  the  infection.  Now  at  this 
stage  I  most  emphatically  hold  that  further  exploration  should 
cease.     There  is  a  great  temptation  to  try  to   find  out  what 

71 


B.   P.   Watson 

the  condition  of  the  interior  of  the  uterus  is  by  introducing 
the  finder  into  it.  As  a  matter  of  fact  we  are  seldom  much 
the  wiser  even  if  we  do  get  the  finger  in,  and  the  possibilities 
of  doing  harm  are  great.  We  presume  that  there  is  a  localised 
patch  of  inflammation  on  the  uterine  mucosa.  What  good 
is  it  going  to  do  to  feel  it  ?  None  whatever,  and  it  may  be 
productive  of  much  harm  by  creating  fresh  raw  surfaces  and 
disturbing  thrombi.  For  some  days  after  delivery  the  placental 
site  is  raised  and  irregular  owing  to  the  normal  thrombus 
formation  in  the  vessels.  Any  rough  manipulation  of  this 
area  may  readily  convert  a  local  into  a  general  blood  infection. 
And  if  this  is  possible  as  a  result  of  a  digital  exploration  it  is 
still  more  likely  to  occur  if  a  curette  is  used.  When  we  find 
the  source  of  infection  in  the  perineum,  we  do  not  use  a  curette 
to  scarify  the  infected  tissue.  We  do  not  sharp  spoon  a  recent 
infective  ulcer  an}-where  else  in  the  body.  Why  then  should 
we  do  it  in  the  uterus  ?  There  is  no  good  reason  for  it  and 
several  very  good  ones  against  it.  In  the  first  place  we  cannot 
hope  to  curette  the  infected  patch  only  and  leave  the  rest  of 
the  mucosa  untouched.  We  are  bound  to  create  a  large  number 
of  fresh  raw  surfaces  and  inoculate  into  them  the  infecting 
germ,  thus  favouring  local  spread.  We  are  bound  to  disturb 
thrombi  and  open  up  blood-vessels,  leaving  the  door  open  for 
a  general  infection.  We  remove  the  reaction  zone  of  tissue, 
open  up  the  lymphatic  channels,  and  produce  such  a  disturbance 
in  the  relation  of  parts  by  our  manipulations  that  extension 
to  the  blood  stream,  to  the  broad  ligaments  and  peritoneum 
is  favoured.  We  know  that  all  these  things  are  liable  to  occur. 
Does  curetting  the  uterus  favour  them  or  not  ?  I  say  most 
emphatically  that  it  does.  And  yet  we  know  that  it  is 
frequently  carried  out. 

But  I  hear  it  asked — Suppose  there  is  a  piece  of  placenta 
or  membrane  left  inside  the  uterus,  may  this  not  be  the 
cause  of  the  temperature,  and,  if  so,  should  we  not  get  it  out? 
Now  there  is  no  reason  for  thinking  that  a  piece  of  membrane 
or  of  placenta  retained  in  the  uterus  predisposes  to  bacterial 
invasion.  A  recent  investigation  of  149  cases  of  retained 
placenta  showed  that  in  44  per  cent,  the  puerperium  was 
absolutely  afebrile,  in  50  per  cent,  there  was  very  slight  fever, 
and  in  only  6  per  cent,  was  there  severe  fever  with  one  death, 
and  in  four  of  these  severe  cases  there  had  been  intra-uterine 
manipulation  of  various  kinds.     It  has  been  my  teaching  for 
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some  time,  in  conformity  with  that  of  the  great  majority  of 
obstetricians,  that  even  at  the  time  of  confinement  it  is  wrong 
to  put  the  hand,  finger,  or  instrument  into  the  uterus  to  remove 
pieces  of  membrane  or  placenta  which  may  have  been  left 
behind  unless  there  is  excessive  haemorrhage.  The  risk  of 
introducing  septic  organisms  is  far  greater  than  that  run  by 
leaving  things  as  they  are.  Such  retained  portions  separate 
and  come  away  of  themselves  in  a  few  days.  And  if  it  is  risky 
to  remove  such  pieces  from  the  presumably  germ-free  uterine 
wall,  how  much  more  so  is  it  when  we  know  organisms  to 
be  present.  The  infective  process  is  more  likely  to  be  in 
the  part  of  the  uterine  wall  from  which  the  placenta  has  been 
detached  rather  than  on  that  to  which  a  small  piece  of 
membrane  or  placenta  still  adheres.  In  forcibly  detaching 
such  a  piece  we  are  simply  opening  up  fresh  surfaces  for 
infection.  Therefore  I  hold  that  even  when  we  know  that 
there  is  a  portion  of  placenta  or  membrane  in  the  uterus  it 
is  wrong  to  curette  or  introduce  the  finger  or  other  instrument. 

Even  the  intra-uterine  douche  I  believe  to  be  more  pro- 
ductive of  harm  than  of  good.  The  intra-uterine  douche  was 
introduced  as  a  means  of  treatment  in  the  early  days  of 
antiseptics  when  it  was  thought  that  they  did  much  more  in 
the  way  of  destroying  organisms  in  the  tissues  than  we  now 
know  to  be  the  case.  Any  antiseptic  we  may  use  as  an 
intra-uterine  douche  has  nothing  more  than  a  surface  cleansing 
effect,  and  very  little  of  that.  It  gets  rid  of  possible  accumula- 
tion of  decomposing  matter  and  pus  from  the  uterine  cavity, 
but  the  uterus  is  a  muscular  organ,  and  we  have  drugs 
at  our  disposal — ergot,  pituitrin,  and  quinine,  which,  when 
administered,  prevent  any  such  accumulation. 

I  can  well  remember  when  I  was  a  House  Surgeon  in  the 
Edinburgh  Royal  Maternity  Hospital  twenty  years  ago,  when 
it  was  practically  a  routine  to  give  an  intra-uterine  douche  to 
every  patient  with  a  temperature  lasting  for  more  than  two 
days,  that  in  a  very  large  proportion  the  douche  was  followed 
by  a  rigor  or  chill  and  a  further  elevation  of  temperature. 
That  was  supposed  to  be  a  nervous  phenomenon.  But  was  it  ? 
Is  it  not  far  more  likely  that  it  was  due  to  a  flooding  of  the 
blood  stream  with  organisms — a  temporary  bacteraemia  ? 

Sampson  has  shown  by  injecting  the  venous  channels  of 
the  uterus  with  a  substance  which  gives  a  shadow  with  the 
X-rays,  what  a  very  complicated   system  the  veins  form,  and 
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how  free  their  communication  is  with  the  surface  vessels  of 
the  mucosa.  The  thinness  of  their  walls  and  the  power  of 
contraction  in  the  uterine  muscle  makes  it  exceedingly  easy 
for  a  minute  substance  in  the  uterine  cavity  or  on  the  surface 
of  the  mucosa  to  be  sucked  into  them,  provided  a  surface 
vessel  is  laid  open.  Frank  has  shown  by  blood  cultures  taken 
before  and  after  intra- uterine  douching  and  simple  manipula- 
tion of  the  uterus,  that  there  is  very  frequently  bactera^mia  after 
such  proceedings.  It  is  usually  only  a  temporary  condition, 
the  blood  again  being  sterile  after  a  few  hours,  but  if  the 
initial  dose  of  organisms  is  massive  enough,  they  may  continue 
to  grow  and  the  case  develop  into  one  of  true  septicaemia. 

Recent  experience  in  the  treatment  of  septic  wounds  has 
shown  that  the  essential  thing  is  free  drainage,  and  the  fewer 
antiseptics  and  the  less  of  interference  the  better.  Now  in 
the  infected  uterus  the  cervical  canal  always  remains  patulous 
and  drainage  is  assured.  It  may  be  helped  by  placing  the 
patient  in  the  Fowler  position  and  by  administering  the  drugs 
I  have  mentioned.  An  ice-bag  may  be  applied  to  the  abdomen. 
It  relieves  any  pain  that  may  be  present  and  reduces  fever. 
A  free  liquid  diet  is  given,  the  bowels  are  kept  open  but  not 
severely  purged,  and  if  possible  the  patient  is  kept  in  the 
open  air.  Meantime  a  blood  culture  ought  to  be  taken  and 
repeated  at  intervals.  We  have  ceased  to  take  swabs  from  the 
interior  of  the  uterus  in  the  initial  stages  of  infection,  because 
the  results  obtained  were  not  commensurate  with  the  difficulty 
of  the  proceeding  and  the  risk  to  the  patient.  If  there  is 
accumulation  of  foetid  discharges  in  the  vagina  a  gentle  vaginal 
douche  may  be  given. 

To  this  line  of  treatment  the  great  majority  of  puerperal 
infections  will  yield,  and  the  patient  make  a  perfect  recovery. 
If  extension  takes  place  this  will  declare  itself  in  the  course 
of  a  day  or  two,  and  a  definite  diagnosis  can  be  made.  A 
cellulitis  should  be  evident  to  bimanual  palpation  in  three 
or  four  days ;  a  pus  tube  a  little  later.  When  these  have 
declared  themselves  the  patient  must  make  up  her  mind  to 
a  long  period  of  inaction.  The  majority  of  the  cellulitis  cases 
will  resolve  in  the  course  of  a  few  weeks.  A  few  undergo 
suppuration,  and  pus  must  be  evacuated  through  the  vagina 
or  extra-peritoneally  through  the  abdominal  wall.  In  the  case 
of  a  pus  tube  we  wait  if  possible  until  the  temperature  has 
reached  and  remained  normal  for  some  time  before  attempting 
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removal.  If  the  temperature  remains  high  and  the  patient's 
general  condition  is  deteriorating,  pus  may  be  evacuated  through 
an  incision  in  the  posterior  fornix,  and,  if  necessary,  the  tube 
removed  at  a  later  date.  If  there  is  evidence  of  peritonitis 
an  incision  may  be  made  in  the  posterior  fornix  and  drainage 
established. 

A  thrombo-phlebitis  is  evidenced  by  wide  excursions 
of  temperature,  by  repeated  chills,  and  by  the  palpation  of 
some  thickening  on  one  or  on  both  sides  of  the  uterus.  Such 
cases  may  be  dealt  with  by  ligation  of  the  ovarian  or  common 
iliac  veins.  This  somewhat  heroic  treatment  has  been  carried 
out  by  many  operators  often  with  surprisingly  good  results. 
If  there  is  evidence  of  local  abscess  formation  in  the  uterine 
wall,  hysterectomy  can  be  performed. 

If  the  temperature  remains  high  and  there  are  not  present 
in  the  pelvis  physical  signs  to  account  for  it,  the  probability 
is  that  there  is  a  blood  infection.  This  can  only  be  shown 
by  blood  culture  frequently  repeated  if  necessary.  Dr  W.  S. 
Cosbie,  a  member  of  my  staff  in  Toronto  General  Hospital, 
took  cultures  from  all  puerperal  patients  running  a  temperature. 
His  investigations  are  not  completed,  but  we  were  surprised 
to  find  that  so  many  of  them  had  positive  cultures  at  one 
time  or  other.  Most  of  these  made  a  complete  recovery 
without  special  treatment. 

In  the  treatment  of  true  cases  of  bacterasmia  we  have 
used  various  kinds  of  intravenous  medication,  such  as 
magnesium  sulphate,  eusol,  and  salvarsan.  We  have  also 
used  serums.  With  all  of  them  we  have  had  recoveries,  and 
at  first  attributed  these  to  the  drug  used  until  we  found  that, 
with  no  intravenous  medication  and  with  no  serum,  just  as 
many  patients  got  well.  The  great  difficulty  in  assessing 
the  value  of  these  forms  of  treatment  is  that  spontaneous 
recovery  so  often  does  take  place. 

What  I  have  said  regarding  the  treatment  of  puerperal 
infections  occurring  after  a  full-time  delivery  applies  equally  to 
those  arising  after  abortion,  either  complete  or  incomplete. 
I  make  it  a  rule  never  to  curette  the  uterus  or  carry  out  any 
intra-uterine  manipulation  in  a  case  of  abortion  if  the  patient 
has  a  temperature,  unless  there  is  severe  haemorrhage.  If 
the  abortion  is  incomplete  and  a  mass  is  felt  projecting  through 
and  blocking  the  cervical  canal,  this  may  be  very  gently 
removed,    but    more    interference    than    that    I    think    unwise. 
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After  the  temperature  has  been  normal  for  some  days,  if  there 
is  still  evidence  that  the  abortion  is  incomplete  by  the 
persistence  of  bleeding  and  the  patulous  condition  of  the  cervix, 
gentle  curetting  may  be  carried  out.  Even  after  waiting  this 
time  it  is  almost  invariable  to  find  that  the  patient's  temperature 
rises  after  the  operation,  and  she  not  infrequently  has  a  rigor 
showing  almost  certainly  that  there  has  been  a  blood  invasion. 
Fortunately,  in  most  cases,  this  is  only  temporary. 

I  have  only  touched  very  briefly  on  the  whole  subject  of 
puerperal  sepsis,  but  my  purpose  is  served  if  I  initiate  some 
discussion  on  the  inadvisability  or  otherwise  of  active  inter- 
ference with  the  interior  of  the  uterus  in  the  presence  of  fever. 
From  all  the  evidence  of  the  literature,  and  from  my  own 
experience,  I  hold  that  it  is  inadvisable. 

Discussion. 

Dr  Haig  Ferguson  thought  that  Professor  \Vatson  had  expressed 
the  views  that  are  generally  held,  and  had  brought  out  clearly  the 
points  which  now  influenced  most  of  us  in  dealing  locally  with  a 
septic  uterus.  There  could  be  no  possible  question  as  regards  the 
inadvisability  of  using  the  curette,  but  he  thought  Professor  Watson 
had  been  rather  severe  upon  the  intra-uterine  douche.  Dr  Ferguson 
had  found  great  satisfaction  in  the  use  of  the  intra-uterine  douche  in 
certain  cases,  if  it  were  done  properly.  To  get  the  best  results  it 
should  be  used  early,  because  in  late  cases  when  the  poison  was 
absorbed  into  the  system  the  intra-uterine  douche  could  be  of  no 
possible  value.  Professor  Watson  had  pointed  out  that  a  septic  ulcer 
or  wound  in  the  uterus  should  be  treated  on  the  same  principles  as  a 
septic  wound  in  any  other  part  of  the  body,  the  difference  being  that 
in  the  uterus  the  wound  could  not  be  seen.  The  main  principle 
in  treatment  seemed  to  be  the  ensuring  of  thorough  drainage. 
Dr  Ferguson  did  not  think  that  the  early  use  of  the  intra-uterine 
douche  was  in  any  way  contra-indicated,  provided  care  was  taken  not 
to  introduce  any  fresh  organisms  into  the  uterus  from  the  vagina,  or 
to  use  too  strong  an  antiseptic,  and  that  the  temperature  of  the 
douche  should  be  from  115°  to  120°  F.  The  stimulation  of  the  hot 
water  undoubtedly  helped  to  intensify  the  use  of  drugs  like  pituitrin, 
ergotin,  and  quinine.  Personally,  for  washing  out  the  uterus,  Dr 
Ferguson  used  an  emulsion  of  turpentine,  the  value  of  which  was 
first  brought  to  his  notice  by  Fabre  of  Lyons.  The  emulsion  could 
be  easily  made  by  mixing  a  teaspoonful  of  turpentine,  and  a  teaspoon- 
ful  of  lysol  in  each  pint  of  water.  The  turpentine  loosens  any  shreds 
of  dead  tissue  which  may  be  adherent  in  the  uterus,  and  is  a  very  safe 
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antiseptic.  Dr  Watson  had  given  the  Society  an  extremely  interest- 
ing paper  full  of  suggestion.  Personally,  he  would  still  continue  to 
advocate  the  use  of  the  intra-uterine  douche  in  suitable  cases, 

Dr  Keppie  Paterson  could  look  back  on  the  time  when  much 
less  was  known  about  antiseptics,  and  when  instruments  were  not 
boiled  but  soaked  in  an  antiseptic  lotion.  He  had  notes  of  two  cases 
occurring  at  that  time  when  the  forceps  were  the  evident  source  of 
the  sepsis.  In  one  case  the  temperature  rose  about  the  seventh  day 
to  103.4°  F.;  it  fell  within  a  day  to  normal,  and  remained  so  after 
one  intra-uterine  douche  of  i  in  2000  sublimate  lotion  which  was 
the  antiseptic  mainly  used  in  those  days.  In  about  a  week  another 
case  showed  a  temperature  of  106.6°  F.,  which  became  normal  within 
twenty-four  hours  after  one  intra-uterine  douche,  and  though  there 
was  a  slight  rise  subsequently  it  soon  fell  permanently  to  normal. 
These  cases  showed  definite  benefit  from  the  use  of  the  intra- 
uterine douche.  In  surgery  the  first  principle  in  treating  sepsis  was 
to  evacuate  the  focus  if  possible.  It  was  not  safe  to  trust  to  the 
patient's  blood;  it  might  not  be  in  a  healthy  condition.  He  had 
never  seen  rigors  nor  any  bad  results  after  intra-uterine  douching, 
and  believed  these  to  be  due  to  faulty  technique  by  grazing  the 
uterus  in  the  insertion  of  the  catheter,  and  so  creating  a  fresh  surface 
for  septic  absorption.  The  parturient  canal  after  labour  was  often 
in  a  more  or  less  lacerated  condition,  and  liable  to  contamination 
both  from  within  and  without.  He  practised  thorough  irrigation  with 
sublimate  lotion  i  in  4000  once  immediately  after  labour  in  practically 
every  case,  and  had  excellent  results. 

Dr  Fordyce  said  that  he  was  in  cordial  agreement  with  almost 
all  that  Professor  Watson  had  said.  He  was  surprised  that  Dr  Watson 
had  found  it  necessary  to  emphasise  the  importance  of  not  curetting 
the  uterus  in  septic  cases.  That  seemed  to  Dr  Fordyce  to  have 
become  a  thing  of  the  past,  and  nowadays  he  would  think  it  almost 
criminal.  He  had  long  ceased  exploring  the  uterus  for  a  piece  of 
membrane.  As  regards  the  intra-uterine  douche,  he  had  also  given 
it  up  except  in  cases  where  the  infection  seem.ed  to  start  very  early, 
as  at  about  the  third  day  when  an  intra-uterine  douche  might 
be  indicated.  In  fact  it  simply  came  to  this,  that  when  a  patient 
had  puerperal  fever  her  recovery  depended  upon  her  own  powers 
of  resistance  and  her  own  strength.  He  was  just  a  little  dubious 
about  what  Professor  Watson  had  said  of  cases  of  abortion.  There 
are  a  number  of  cases  sent  up  of  patients  with  high  fever,  not  very 
much  haemorrhage ;  you  dilate  the  cervix  and  you  explore  with  your 
finger  and  you  remove  a  big  piece  of  placental  tissue,  foetid  and  putrid. 
It  seems  then  that  the  poison  must  be  of  local  manufacture,  and 
to  leave  it  would  be  very  dangerous.     It  is  quite  true  that  after  the 
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removal  of  the  placenta  you  do  get  a  rise  of  temperature,  but  in 
the  great  majority  of  cases  it  is  only  temporary  and  the  patient  makes 
a  complete  recovery  afterwards,  while  if  it  were  left  the  patient  would 
go  on  absorbing  more  and  more  poison  and  would  probably  die. 
Dr  Fordyce  thought  it  would  be  exceedingly  dangerous  to  do  nothing. 
After  all,  the  treatment  of  puerperal  sepsis  is  one  of  prevention. 

Miss  Herzfeld  said  that  from  the  limited  experience  of  puerperal 
sepsis  she  had  had,  she  was  entirely  in  agreement  with  what  Professor 
Watson  had  said.  She  would  like  to  quote  one  case  showing  the 
danger  of  interference  with  abortion.  This  was  a  young  married 
woman  who  had  had  an  early  abortion  at  her  home  in  the  country. 
Three  days  later  her  doctor  curetted  her  because  he  was  not  satisfied 
that  everything  had  come  away.  Next  day  she  had  a  high  temperature, 
and  for  three  days  ensuing  she  had  rigors.  She  was  admitted  to 
the  Whitehouse  Loan  Women's  Hospital  nine  days  after  the  abortion 
and  remained  there  till  her  death  about  six  weeks  later. 

On  admission  she  was  very  ill,  temperature  103°  F.,  pulse  130 — 
locally  there  was  evidence  of  pelvic  cellulitis,  and  the  local  condition 
remained  practically  unchanged.  At  no  time  was  there  evidence 
of  suppuration  or  of  localised  thrombosis. 

Treatment  was  carried  out  along  the  lines  indicated  by  Professor 
Watson — Fowler  position  and  intravenous  antistreptococcal  serum  in 
large  amount — no  local  treatment  other  than  fomentations  to  the  lower 
abdomen.  She  continued  to  have  rigors  every  day  or  two,  her 
temperature  rising  on  several  occasions  to  106' F.  Three  blood 
cultures  were  negative,  except  on  one  occasion  when  there  was  a 
slight  growth  of  B.  subtilis. 

Miss  Herzfeld  enquired  whether  in  such  a  case  Professor  Watson 
would  have  advised  any  other  treatment. 

Dr  Young  remarked  that  Professor  Watson  had  opened  up  one  of 
the  oldest  topics  of  discussion  in  obstetrics  in  the  days  since  Lister 
had  started  antiseptic  methods.  He  was  in  sympathy  with  the  formula 
which  Professor  Watson  had  laid  down.  It  seemed,  however,  that 
there  were  one  or  two  points  which  might  be  brought  forward.  First 
of  all,  is  Professor  Watson's  routine  quite  in  conformity  with  general 
surgical  principles?  If  Dr  Young  had  understood  him  aright,  he 
based  his  whole  routine  on  an  analogy  with  the  treatment  of  ordinary 
surgical  sepsis.  Dr  Young  wondered  if  therein  he  was  quite  accurate. 
If  there  was  a  piece  of  dead  and  septic  tissue  lying  in  the  uterus,  was  it 
wise  to  leave  it  there  on  the  off-chance  that  the  uterine  contractions 
may  expel  it?  Was  this  in  accordance  with  surgical  procedure?  The 
presence  of  a  blood  infection  might  in  some  cases  imply  a  continued 
absorption  from  the  septic  focus,  the  removal  of  which  would  cure  the 
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bactera;mia.     It  was  surely  bad  practice  to  allow  such  a  patient  to  die 
without  interference. 

Dr  Joan  Rose  suggested  that  the  same  kind  of  treatment  should  be 
given  to  retained  portions  of  membrane  and  placenta  as  to  cases  of 
adherent  placenta — namely,  manual  removal  at  labour.  She  cited  a 
case  where  non-removal  of  retained  products  of  conception  had  been 
followed  by  chorion  epithelioma  as  well  as  sepsis,  and  suggested  that 
it  would  be  interesting  to  hear  the  results  of  any  cases  which  had  been 
treated  by  the  Carrel-Dakin  method  or  other  methods  of  local 
antisepsis. 

Dr  H.  S.  Davidson  said  that  the  strongest  point  for  Professor 
Watson  was  that  the  death-rate  for  puerperal  fever  had  not  come  down 
within  the  last  few  years.  It  took  a  pretty  strong  mind,  however,  to 
adopt  an  entirely  laissez-faire  attitude,  and  Dr  Davidson  had  stuck  to 
the  use  of  pure  carbolic  followed  by  a  mild  douche. 

Dr  Fraser  Lee  desired  to  suggest  to  Prof.  Watson  that  where  some- 
thing was  left  in  the  uterus  after  either  an  abortion  or  a  confinement 
it  ought  to  be  the  duty  of  the  doctor  to  remove  any  such  foreign 
material.  The  only  case  of  puerperal  sepsis  which  he  had  in  his  own 
private  practice  was  one  which  started  on  the  seventh  day  of  a  non- 
febrile  puerperium.  The  patient  then  had  a  rigor  and  a  high 
temperature  and  hemorrhage.  He  explored  the  uterus  and  removed 
a  large  piece  of  what  appeared  to  be  a  succenturiate  placenta.  The 
patient  was  very  ill  for  weeks.  Thanks  to  Dr  Haig  Ferguson,  who  saw 
her  frequently  in  consultation,  she  ultimately  recovered. 

Dr  Lee  never  curetted  in  these  cases,  but,  if  there  was  any  suspicion 
of  pieces  of  placenta  being  left  behind,  he  always  put  a  hand  into  the 
uterus  after  the  confinement. 

Then,  in  regard  to  abortions,  he  agreed  with  Dr  Fordyce.  In  fact, 
he  made  it  a  practice  in  every  case  of  abortion  not  to  trust  either  the 
patient  or  the  relatives,  who  so  often  insisted  that  everything  had  come 
away.  In  all  these  cases  he  explored  the  uterus  under  an  anaesthetic 
and  quite  often  found  pieces  of  tissue  left  behind.  He  used  a  blunt 
curette  and  gave  an  intra-uterine  douche,  and  had  had  no  temperature 
or  sepsis  in  these  cases.  Dr  Lee  did  not  think  that  it  was  really  sound 
from  the  point  of  view  of  surgical  teaching  to  leave  behind  foreign 
matter  in  the  uterus  and  to  expect,  particularly  in  these  cases  of 
abortion,  that  the  uterus  would,  of  itself,  expel  the  foreign  material. 

The  President  stated  that  one  of  the  difficulties  in  treating  puerperal 
sepsis  was  that  of  early  diagnosis.  He  was  quite  certain  that  if  used  at 
the  commencement  of  the  illness,  intra-uterine  douching  was  of  great 
value,  and  the  application  of  pure  carbolic  acid  was  a  useful  adjunct. 
Douching  used  a  week  or  ten  days  after  confinement  was  of  course  of 
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no  avail,  but  early  interference  gave  very  good  results.  He  entirely 
agreed  with  what  had  been  said  about  curetting  in  puerperal  sepsis. 
It  was,  as  Dr  Fordyce  had  said,  almost  criminal.  If  at  the  time  of 
confinement  it  was  recognised  that  a  large  piece  of  placenta  had  been 
left  behind,  it  was  justifiable  to  remove  it  at  once,  but  if  it  were  only  a 
small  piece  or  some  shreds  of  membrane  it  was  far  better  to  leave  these 
alone.  The  rigor  which  occurred  after  intra-uterine  douching  no 
doubt  indicated  a  bactersemia,  but  it  did  not  seem  to  do  much  harm, 
as  the  temperature  as  a  rule  fell  rapidly  to  normal,  and  continued 
there.  With  regard  to  septic  abortion  the  President  thought  that  as 
much  as  possible  should  be  removed,  without  of  course  the  use  of  any 
sharp  instrument.  At  present  he  was  inclined  to  continue  local 
treatment  in  these  septic  cases,  but  no  doubt  the  day  might  come 
when  they  would  be  more  satisfactorily  treated  by  vaccines  or  by  sera. 
He  also  believed  that  there  was  something  to  be  said  for  the  use  of  a 
prophylactic  vaccine.  The  President  thanked  Professor  Watson  for 
his  paper. 

In  reply  Professor  Watson  said  that  the  purpose  of  the  paper  had 
been  served  by  the  discussion  which  it  had  aroused.  He  thought  that 
perhaps  it  would  be  better  for  him  to  reply  in  general  terms  rather 
than  to  each  individual  speaker.  As  regards  the  intra-uterine  douche, 
Professor  Watson  stated  that  the  ideas  which  he  had  put  down 
were  based  on  actual  experience  in  the  hospital  with  which  he  had 
been  connected  in  Toronto  and  where  they  had  had  to  take  in  all 
forms  of  sepsis.  Almost  invariably  he  had  found  that  when  a  patient 
was  admitted  with  puerperal  sepsis  they  got  a  history  of  interference 
with  the  uterus — possibly  curetted  during  the  febrile  period.  Almost 
all  their  cases  had  given  that  sort  of  history,  and  that  was  the  first  thing 
which  had  made  him  think  about  the  futility  of  interfering  with  such 
cases.  The  whole  point  with  the  intra-uterine  douche  is  that  you  run 
the  risk  of  carrying  more  into  the  uterus  than  you  will  ever  get  out  of 
it.  Professor  Watson  considered  that  as  used  in  private  practice  the 
douche  was  a  great  source  of  danger.  These  cases  had  all  recovered 
without  the  intra-uterine  douche. 

Then  with  regard  to  removing  pieces  of  placenta.  Professor  Watson 
advocated  that  in  a  case  of  abortion,  if  it  is  incomplete  and  the  patient 
has  no  temperature,  it  should  be  immediately  cleared  out,  but  if  the 
patient  had  a  temperature  it  was  necessary  to  wait  until  it  was  down 
before  clearing  out  the  remains.  If  in  the  meantime  the  patient  died, 
death  was  due  to  bacteremia,  which  would  have  been  aggravated,  not 
helped,  by  treatment  of  the  local  condition. 
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PRIVATE    BUSINESS. 
Meeting — 14th  March  1923. 

The  Preside7it  read  a  letter  from  Dr  Amand  Routh,  in  which  he 
expressed  his  sympathy  with  the  Fellows  of  the  Society  in  the  great 
loss  they  had  sustained  by  the  death  of  Dr  Ballantyne. 

The  following  were  elected  Ordinary  Fellows  of  the  Society : — 
S.  Saxon  Barton,  F.R.F.P.S.  (Glasgow);  Brian  Swift,  M.B.,  D.Ch. 
(Camb.);  E.  C.  Fahmy,  M.B.,  Ch.B. ;  Bruce  M.  Dick,  M.B.,  Ch.B. ; 
J.  W.  A.  Hunter,  M.B.,  Ch.B. 

EXHIBITION    OF   SPECIMENS. 

Dr  Fordyce  showed  three  cases  of  extra-uterine  gestation. — 
(i)  The  first  was  a  patient,  aged  37,  who  had  a  rapidly  growing 
abdominal  tumour,  the  size  of  a  seven  months'  pregnancy,  and 
continuous  haemorrhage  with  high  temperature.  On  vaginal  examina- 
tion a  bulging  swelling  was  found  in  the  posterior  fornix,  and  a  trocar 
passed  into  this  drew  off  dark  blood.  On  opening  the  abdomen  the 
intestines  and  omentum  were  found  matted  over  an  intra-peritoneal 
hematoma  which  had  evidently  come  from  an  ectopic  gestation  which 
had  ended  in  a  tubal  abortion;  numerous  villi  were  found  in  the 
blood  clot. 

(2)  The  second  patient  was  operated  on  two  years  ago  for  left 
pyo-salpinx.  There  was  now  a  history  of  sudden  abdominal  pain  and 
all  the  signs  of  internal  haemorrhage.  Her  last  period  had  been  three 
weeks  previously.  At  operation  the  abdomen  was  found  to  be  full  of 
fluid  blood  without  any  evidence  of  clotting.  The  right  tube  seemed 
normal  or  only  slightly  thickened,  and  there  was  a  small  amount  of 
blood  clot  adherent  to  the  tube  and  ovary.  It  was  probably  a  case  of 
tubal  abortion,  but  no  microscopic  examination  of  the  tube  had  yet 
been  made. 

(3)  The  third  patient  was  an  unmarried  girl  who  had  missed  no 
period,  but  her  last  period  had  lasted  for  about  two  weeks.  Bimanually, 
an  abdominal  swelling  was  found  the  size  of  a  four  months'  pregnancy, 
and  she  presented  evidence  of  internal  hc^morrhage.  At  operation 
there  was  a  good  deal  of  blood  in  the  abdominal  cavity,  and  a  sac 
behind  the  uterus  containing  an  extruded  foetus  of  about  three  months' 
development.     The  left  tube  contained  the  placenta. 

A  case  of  subperitoneal  fibroid. — Married,  six  months  pregnant. 
History  of  acute  pain  in  right  side  for  a  few  days,  and  a  tender  tumour 
could  be  palpated  there.  At  operation  it  proved  to  be  a  subperitoneal 
fibroid  which  was  enucleated  with  a  good  result. 

Professor     Watson    showed — (i)   a   case   of    ruptured    ectopic 
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gestation.  There  was  a  history  of  abdominal  pain  of  four  weeks' 
duration,  and  on  admission  the  temperature  was  ioo°  F. ;  leucocyte 
count  25,000.  Diagnosis  lay  between  a  pus  tube  and  ruptured 
ectopic.  Cullen  had  drawn  attention  to  the  presence  of  ecchymosis  in 
the  skin  of  the  umbilicus  in  cases  of  intra-abdominal  haemorrhage. 
Professor  Watson's  patient  had  an  old  appendectomy  scar  which  showed 
at  one  part  the  ecchymosed  appearance.  At  operation  an  enlarged  tube 
was  found  with  an  ovum  aborting  from  its  fimbriated  end  and  intra- 
abdominal haemorrhage  of  apparently  fairly  long  standing. 

(2)  Large  intra-ligamentary  fibroid — A  woman,  aged  55, 
who  had  borne  seven  children  ;  symptoms  had  only  developed  within 
the  last  six  months.  On  admission  there  was  a  swelling  extending  to 
the  umbilicus.  At  operation  a  tumour  was  found  growing  from  right 
side  of  uterus,  and  extending  between  the  layers  of  the  broad  ligament. 
Supra-vaginal  hysterectomy  was  done,  and  the  tumour  was  found  to 
show  a  certain  amount  of  mucoid  degeneration. 

Dr  Haiiltain  mentioned  that  the  pigmentation  referred  to  in  the 
first  case  had  been  found  by  some  German  observers  only  in  cases 
where  there  was  a  small  umbilical  hernia.  Was  there  a  hernia  in  this 
case  ?  Professor  Watson  in  reply  said  the  umbilicus  was  perfectly 
normal.  He  thought  the  ecchymosis  was  due  to  absorption  of  blood 
pigment  through  the  peritoneum.  It  was  only  found  in  cases  where  the 
blood  had  been  in  the  abdominal  cavity  for  some  time.  The  President 
had  had  a  case  of  ruptured  tubal  gestation  during  the  present  week  in 
which  there  was  ecchymosis  around  the  umbilicus,  which,  however, 
was  otherwise  normal.  In  this  case  also  the  bleeding  had  been  going 
on  for  several  days. 


NOTE  ON  THE  RELATIVE  MERITS  OF  OPERA- 
TIONS ON  THE  ROUND  LIGAMENTS  FOR 
RETROVERSION  OF  THE  UTERUS. 

With  a  Suggestion  for  a  Proccdiire  for  Increasing  tJie  Scope 
and  Usefulness  of  the  Alexander- Adams  Operation* 

By  J.   HAIG   FERGUSON. 

In  considering  the  variotis  methods  at  our  disposal  for  dealing 
with  cases  of  retroversion  of  the  uterus  (using  the  term  in  a 
wide  sense  to  include  retroflexion)  which  require  treatment, 
it  seems  to  me  that  it  is  a  good  thing  to  revise  from  time  to 
time   the   respective  merits  of  the  operative  procedures  which 

*  Read  14th  March  1923. 
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are  at  our  disposal,  and  to  weigh  their  advantages  and  dis- 
advantages in  the  light  of  the  varying  conditions  calling  for 
interference,  and  of  our  experience  of  the  efficacy  of  any 
particular  procedure  both  in  its  immediate  and  more  remote 
results. 

Pessary  treatment  is  little  more  than  palliative  in  retro- 
version, except  in  cases  of  retroversion  in  the  puerperium, 
where  a  pessary,  judiciously  applied  and  worn  till  involution 
is  complete,  not  infrequently  effects  a  cure.  Pessaries  are, 
however,  of  no  avail  unless  the  uterus  can  be  completely 
replaced  bimanually,  and  therefore  their  use  is  somewhat 
limited,  and  in  any  case  their  continued  use  is  often  annoying 
and  irksome  to  the  patient. 

Of  course,  not  every  retroversion  requires  treatment,  but 
one  may  broadly  say  that  fixed  retroversions,  retroversions 
associated  with  some  degree  of  prolapse,  and  those  associated 
with  a  bulky  uterus,  all  demand  attention ;  also  uncomplicated 
retroversions,  associated  with  sterility,  where  no  other  cause 
for  the  sterility  can  be  detected.  It  must  always  be 
remembered  that  associated  pelvic  inflammatory  mischief  may 
be  the  chief  cause  of  symptoms  in  cases  where  retroversion 
is  also  present.  Keeping  all  these  points  in  view,  there  is 
no  question  but  that  in  a  certain  number  of  cases  of  retro- 
version some  operative  treatment  is  called  for. 

A  form  of  suspension  operation,  utilising  the  round 
ligaments  for  the  purpose,  is  now  generally  regarded  as  being 
the  best  means  of  keeping  the  uterus  forwards  in  women  of 
child-bearing  age.  The  operation  of  ventrifixation  should, 
in  my  opinion,  be  reserved  for  women  beyond  the  child-bearing 
age,  or  who  have  been  rendered  sterile  by  the  removal  of 
the  tubes  and  ovaries  for  disease.  Ventrifixation  is,  moreover, 
an  operation  more  useful  as  one  of  the  procedures  for  the 
cure  of  prolapse  than  for  mere  retroversion.  It  is  important 
to  have  a  clear  idea  of  the  role  of  the  round  ligaments  in 
normal  circumstances  so  as  to  judge  of  how  they  can  be 
utilised  for  keeping  a  previously  retroverted  uterus  in  a 
permanent  position  of  anteversion.  The  round  ligaments 
are  muscular  structures  which  grow  with  the  development 
of  the  uterus  in  pregnancy,  and  in  normal  conditions  return 
to  their  former  size  during  the  puerperium.  If  the  uterus  is 
retroverted  they  manifestly  must  be  increased  in  length,  and 
for    the    time    being,    must    cease   to   function.      What   is   their 
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normal  function  ?  Evidently,  if  there  were  any  great  strain 
put  upon  the  ligaments,  they  would  tend  to  stretch, 
and  as  a  matter  of  fact,  when  one  examines  them  in  the 
abdomen,  they  are  normally  under  no  tension,  and  when 
the  uterus  is  lying  anteverted,  they  are  quite  slack.  It  is, 
therefore,  evident  that  they  do  not  keep  the  uterus  forwards 
by  mere  traction  ;  they  normally  act  as  a  delicate  hair-spring, 
so  to  speak,  and  when  of  normal  length,  by  their  gentle 
restraining  action  on  the  fundus,  they  just  keep  the  balance 
of  anteversion,  which  enables  the  intra-abdominal  pressure 
to  act  on  the  posterior  uterine  wall,  which  is  the  main  factor 
in  keeping  the  body  forwards.  The  associated  action  of  the 
utero-sacral  and  broad  ligaments  must  not  be  forgotten  in  the 
important  part  they  normally  play  in  the  general  synergy 
of  concerted  ligamentous  harmony.  If  the  uterus,  for  some 
reason,  becomes  retroverted  the  round  ligaments  must  have 
become  abnormally  long,  and  the  intra-abdominal  pressure 
acting  on  the  anterior  wall,  keeps  up  retroversion  (acting  as 
a  destructive  force),  apart  altogether  from  the  possible  sub- 
sequent development  of  adhesions  and  increased  bulk  of 
the  uterus.  Clearly,  therefore,  before  the  uterus  can  be 
restored  permanently  to  its  normal  position,  it  must  be 
physically  replaced  and  brought  forwards,  and  before  the 
round  ligaments  can  resume  their  normal  role,  they  must 
again  be  restored  to  their  usual  length,  either  by  contraction, 
as  after  pregnancy,  or  by  some  operative  means.  It  is,  there- 
fore, sound  surgery  to  take  steps  to  shorten  them,  as  in  the 
various  operations  devised  for  the  purpose.  It  is  further 
to  be  borne  in  mind  that  the  strongest  portions  of  the  ligaments 
are  those  within  the  abdomen.  The  round  ligaments  in  the 
inguinal  canals  are  often  attenuated  and  feeble,  and  are 
undoubtedly  the  weakest  parts.  Another  important  principle 
in  dealing  surgically  with  a  retroversion  is  that  the  means 
adopted  should  neither  lead  to  embarrassment  in  gestation 
nor  difficulty  in  parturition,  and  that  the  effects  of  the  opera- 
tion should  not  be  vitiated  by  subsequent  pregnancies.  In 
view  of  all  these  facts  let  us  consider  the  advantages  and 
disadvantages  of  the  operations  on  the  round  ligaments, 
designed  to  keep  the  uterus  approximately  in  a  condition  of 
anteversion,  with  free  mobility,  as  in  normal  circumstances. 
These  operations  are  divided  into  intra-peritoneal  and  extra- 
peritoneal.     There  is,  however,  a  possible  combination  of  the 
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two,  which  I  am  about  to  describe,  and  which,  I  think,  has 
great  advantages.  In  all  cases  where  the  round  ligaments 
are  operated  on,  by  whatever  method,  to  correct  a  retroversion, 
it  is  essential  that  the  pelvic  floor,  if  damaged,  should  be 
repaired  by  a  plastic  operation. 

The  accepted  intra-peritoneal  operations  are  two  in  number, 
namely  Gilliam's  operation  and  the  Baldy-Webster  or  sling 
operation.  I  need  not  enter  into  the  details  of  either  of  these 
operations ;  they  are  sufficiently  well  known  to  you  all.  The 
advantage  of  opening  the  peritoneal  cavity  is,  of  course,  that 
one  is  enabled  to  recognise  and  deal  with  pelvic  disease, 
and  liberate  adhesions  when  present.  The  great  feature  of 
Gilliam's  operation  is  that  it  utilises  the  strongest  portion 
of  the  ligaments,  and  side-tracks,  so  to  speak,  their  weak 
portions,  which  lie  in  the  inguinal  canals.  The  original 
Gilliam's  operation,  which  consists  in  pulling  a  loop  of  each 
round  ligament  directly  through  the  aponeurosis  outside  each 
rectus  muscle,  leaves  three  pockets  in  the  anterior  portion  of 
the  pelvis,  in  one  or  other  of  which  a  coil  of  intestine  might 
possibly  become  entangled,  and  conceivably  lead  to  obstruction. 
I  have  never  seen  an  instance  of  this  occur.  To  avoid  this 
rather  problematical  danger,  it  is  now  proposed  to  introduce 
the  perforating  forceps  in  such  a  way  that  it  is  inserted 
between  the  layers  of  the  broad  ligament,  close  to  the 
internal  abdominal  ring.  This  device  avoids  the  formation 
of  the  side  pockets,  but  is  liable  to  lead  to  hsematoma  of  the 
broad  ligament,  owing  to  injury  to  one  of  the  veins,  which 
may  produce  troublesome  consequences,  and  is  therefore  not 
without  danger.  If  the  peritoneum  of  the  abdominal  wall  is 
attached  by  a  couple  of  catgut  stitches  to  each  ligament  after 
it  is  pulled  directly  through  the  aponeurosis,  no  opening  is  left 
through  which  the  bowel  might  slip,  and  the  method  of  pass- 
ing the  perforating  forceps  between  the  layers  of  the  broad 
ligament  is  quite  unnecessary.  Gilliam's  operation  when 
successfully  performed  certainly  keeps  the  uterus  well  ante- 
verted,  but  I  have  seen  some  cases  where  it  failed  to  stand 
the  strain  of  pregnancy.  It  has  always  seemed  to  me  that 
it  leads  to  a  certain  amount  of  want  of  mobility  of  the  uterus. 
I  have  never  felt  very  enthusiastic  about  Gilliam's  operation, 
and  regard  it  rather  as  a  faute  de  inieiix.  Moreover  it  is 
often  followed  by  severe  pain,  lasting  frequently  for  several 
days. 
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The  Baldy-Webster,  or  sling  operation,  is  one  which  has 
the  advantage  of  simplicity,  and,  I  might  also  add,  picturesque- 
ness.  It  is  founded,  however,  on  a  bad  principle,  as  it  puts 
out  of  court  the  main  portion  of  the  strongest  part  of  the 
round  ligaments,  which,  to  my  mind,  is  a  great  disadvantage. 
I  have  considerable  doubts  as  to  how  this  operation  will  stand 
the  strain  of  subsequent  pregnancy. 

The  other  methods  which  have  been  recommended  from 
time  to  time  for  shortening  the  round  ligaments  intra- 
peritoneally  have  all  been  found  wanting,  and  are  no  longer 
advocated  or  practised. 

The  extra-peritoneal  method  of  shortening  the  round 
ligaments  is  the  Alexander-Adams  operation. 

This  operation  has  fallen  into  disfavour,  partly  on  account 
of  its  limited  scope,  of  the  difficulties  sometimes  experienced 
in  finding  the  ligaments  which  have  discouraged  many 
operators,  of  its  having  been  done  so  frequently  in  unsuit- 
able cases  with  disappointing  results,  and  also,  no  doubt,  on 
account  of  the  greater  freedom  and  safety  with  which  the 
surgeon  nowadays  deals  with  the  peritoneal  cavity  than  was 
the  case  in  bygone  years.  It  is  true  that  the  operation  is 
performed  in  a  sense  in  the  dark,  as  there  is  no  visual 
examination  of  the  pelvic  organs,  but  that  difficulty  can  be 
greatly  discounted  by  a  previous  careful  bimanual  examina- 
tion, if  necessary  under  an  anaesthetic,  which  in  most  cases 
enables  an  experienced  gynaecologist  to  get  a  fairly  accurate 
idea  of  the  pelvic  conditions. 

The  indications  for  the  operation  are  distinctly  limited, 
for  if  there  is  any  pelvic  complication  such  as  a  fixed  retro- 
version, or  where  there  are  diseased  tubes  or  ovaries  in 
addition  to  the  retroversion,  it  is  quite  clear  that  it  would 
be  absurd  to  attempt  it.  The  original  Alexander  operation, 
therefore,  at  present  competes  mainly  with  pessary  treatment, 
and  is  indicated  chiefly  in  retroversion  combined  with  sterility, 
or  when  a  pessary,  while  manifestly  giving  relief  to  the  patient 
when  wearing  it,  is  irksome  or  annoying  to  her  on  account  of 
the  constant  supervision  it  entails.  If  the  retroverted  uterus 
is  large  and  heavy,  and  with  a  tendency  to  prolapse,  it  is  not 
a  good  indication  for  Alexander's  operation,  and  in  such  cases 
preliminary  treatment,  by  pessary  and  otherwise  (e.^.  curettage, 
trachelorrhaphy,  perineal  repair,  etc.),  is  usually  advisable  before 
resorting  to  the  operation.     A  prolapsed  ovary  associated  with 
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retroversion  is  not  necessarily  a  contra-indication  to  Alexander's 
operation.  If  the  ovary  is  raised  up  when  the  uterus  is 
replaced,  the  operation  may  be  quite  successful,  and  I  have 
seen  several  instances  where  complete  clinical  cure  resulted  in 
such  cases. 

Even  in  the  limited  number  of  cases  in  which  this  operation 
is  indicated,  I  have  been  so  impressed  with  the  uniform  good 
results  that  I  strongly  feel  that  its  usefulness  should,  if  possible, 
be  extended. 

In  a  series  of  about  loo  cases,  done  in  recent  years  (not 
including  my  earlier  cases,  most  of  which  I  have  lost  sight  of), 
the  results  have  been  consistently  good.  I  have  seen  no 
instance  where  there  has  been  a  recurrence  of  displacement ; 
in  only  one  instance  did  I  fail  to  find  the  ligaments,  and 
that  was  on  one  side  only.  I  shortened  the  ligament  on  the 
opposite  side,  and  to  my  surprise  the  result  was  satisfactory 
so  far  as  the  retroversion  was  concerned,  though  the  uterus  lay 
considerably  to  one  side. 

I  have  not  seen  any  case  of  subsequent  hernia  developing. 
In  at  least  twelve  cases  pregnancy  occurred  (after  previous 
actual  or  relative  sterility) — in  one  case  three  subsequent 
pregnancies  took  place,  and  in  none  of  these  cases  was  there 
any  recurrence  of  retroversion.  My  remote  results  have  not 
been  so  uniformly  good  after  Gilliam's  operation,  as  I  have 
seen  several  cases  where  displacement  recurred — two  after 
pregnancy.  Possibly  this  may  have  been  due  to  faulty 
technique.  I  have  only  once  had  to  open  the  abdomen  after 
an  Alexander  operation,  and  that  was  for  an  ovarian  cyst 
some  years  later. 

The  technique  I  adopt  is  a  transverse  incision  (as  first 
suggested  by  Brewis)  between  the  two  pubic  spines,  and 
slightly  above  them,  exposure  of  one  external  ring  at  a  time 
by  retracting  alternately  each  angle  of  the  wound.  Special 
care  is  taken  to  get  complete  haemostasis  during  all  the  steps 
of  the  operation,  as  if  the  tissues  become  stained  with  blood 
the  round  ligament  is  more  difficult  to  recognise.  It  is 
generally  an  advantage  to  open  up  the  inguinal  canal  for  a 
short  distance,  as  this  enables  one  to  find  the  ligament  more 
readily  and  quickly.  (I  should  have  said  that  previously  the 
uterus  should  be  completely  replaced  by  bimanual  manipula- 
tion, and  a  pessary  introduced  to  retain  it  in  position.)  The 
round  ligaments  having  been  drawn  out  of  the  canals  to  a 
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sufficient  distance  and  held  taut  by  catch  forceps,  the  strong 
upper  portions  are  lying  in  the  inguinal  canal.  The  question 
of  how  much  traction  to  apply  is  very  much  a  matter  of 
experience.  It  is  a  good  plan  before  fixing  them  to  pull 
alternately  on  each  ligament,  and  when  that  is  being  done 
the  fundus  uteri  can  be  felt  by  one's  assistant  through  the 
aponeurosis  just  above  the  symphysis,  rolling  from  side  to 
side.  The  thick  portions  of  the  ligaments  are  then  secured 
by  catgut  stitches  in  the  inguinal  canal,  which  is  at  the  same 
time  closed  by  a  modified  Bassini  operation.     I  generally  use 


F]G.  I. — Transverse  incision  two  fingers'-breadth  above  symphysis'pubis,  through 
skin  and  fat.     (Kiistner.) 


a  continuous  suture  for  the  purpose,  the  first  layer  including 
the  internal  oblique,  the  ligament  and  Poupart's  ligament  in 
its  bite,  and  the  second  closing  the  aponeurosis  of  the  external 
oblique.  The  redundant  portions  of  the  ligaments  are  then  cut 
off  flush  with  the  external  rings. 

The  advantages  of  the  transverse  supra-pubic  incision  (the 
length  of  which  is  not  greater  than  the  combined  length  of 
two  incisions  over  each  inguinal  canal  would  have  been)  are 
that  it  is  well  away  from  the  vulvar  orifice,  that  it  is  more 
easily  dressed,  and  is  less  liable  to  become  infected  than  the 
lateral  wounds  would  be.  Moreover,  lying  as  it  does  in  the 
fold  above  the  mons  veneris,  the  scar  becomes  almost  invisible, 
especially  after  the  pubic  hair  has  grown  over  it. 
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The  Alexander  operation  is  the  only  round  ligament 
operation  which  results  in  a  natural  pull  on  the  ligaments ; 
it  is  therefore  anatomically  and  physiologically  correct.  More- 
over, the  strongest  parts  of  the  ligaments  are  utilised  for  traction 
which  is  in  accordance  with  common  sense. 

It  is  interesting   to    observe  that  when  a  new   method   is 


Fig.  2. — U.   Uterus  brought  forwards  through  vertical  incision.     External  rings 
exposed.     On  left  side  the  ligament  has  been  partial!}'  drawn  out. 

introduced,  how  apt  it  is  to  be  run  to  death,  and  regarded 
as  a  universal  panacea — a  very  effectual  means  of  bringing 
it  into  universal  disfavour.  It  is  recorded  that  when  Alexander 
was  asked  on  one  occasion  to  demonstrate  his  operation  to  an 
American  deputation,  he  was  unable  to  do  so.  He  said  he 
had  sent  out  four  assistants  into  the  north,  the  east,  the  west, 
and  the  south  of  Liverpool,  and  after  an  arduous  search  they 
had    returned    to   him    with    the    report   that    they   had    been 
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unable  to  find  one  woman  in  that  great  city  who  had  not 
had  the  Alexander  operation  already  performed  upon  her. 
It  is  not  recorded  that  such  was  the  experience  in  Adams* 
case.  Doubtless,  as  one  would  expect,  the  Scottish  caution 
so  characteristic  of  Glasgow  stayed  his  hand  from  such  whole- 
sale methods.  I  am  glad  and  comforted  to  think,  moreover, 
that  Scottish  caution  is  not  entirely  confined  to  Glasgow. 

The  modification  of  this  operation  which  1  am  about  to 
describe,  and  which  I  have  found  successful,  removes  to  my 
mind  all  the  objections  that  have  been  raised  to  Alexander's 
operation,  and  enables  the  operator  to  get  all  the  undoubted 
advantages  of  the  operation  in  every  case  where  operative 
interference  for  retroversion  (simple  or  complicated)  is  indicated. 
In  many  cases  of  uncomplicated  retroversion  the  preliminary 
bimanual  examination,  as  I  have  said  before,  is  quite  suflficient 
to  determine  whether  an  ordinary  Alexander  operation  is 
justified  or  not ;  but  where  complications  are  found  or  suspected, 
or  when  the  operator  has  not  sufficient  faith  in  his  bimanual 
examination,  further  information  is  essential.  This  can  be 
secured  by  a  combined   intra-  and  extra-peritoneal  operation. 

Goldspohn,  in  1898,  first  suggested  such  a  combination.  He 
opened  the  abdominal  cavity  at  each  internal  ring  and  dealt 
with  any  pelvic  complications  by  this  route,  subsequently 
completing  the  operation  by  shortening  the  round  ligaments 
by  the  Alexander  method.  This  procedure  has  very  obvious 
disadvantages  and  risks,  and  I  need  not  further  refer  to  it. 

Hirst  of  Philadelphia,  in  191 5,  advocated  a  combined 
intra-  and  extra-peritoneal  operation,  to  which  I  am  indebted 
to  Dr  Browne  for  drawing  my  attention.  I  had  not  known 
of  his  method  till  after  I  had  practically  written  this  paper. 
For  a  description  of  this  operation  I  would  refer  those 
interested  to  Surgery,  GyncEcology,  and  Obstetrics,  vol.  xx.,  191 5> 
p.  599.  Hirst  describes  it  as  an  ideal  operation,  but  it 
does  not  seem  to  have  been  generally  recognised  as  such. 
The  principles  underlying  his  operation  are  sound,  but  it 
appears  to  me  to  be  too  drastic  in  its  technique. 

He  first  of  all,  by  a  Pfannenstiel's  incision  passing  through 
the  whole  length  of  both  inguinal  canals,  and  between  the 
external  abdominal  rings,  reflects  the  aponeurosis  upwards. 
He  then  isolates  and  pulls  out  the  round  ligaments  to  the 
necessary  extent.  The  recti  are  then  separated  vertically 
in  the  middle  line,  and  the  peritoneum  also  opened  vertically. 
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The  uterus  is  brought  forward  and  pulled  out  through  the 
wound,  the  appendages  and  appendix  being  at  the  same 
time  inspected,  and  dealt  with  as  required.  He  then  puts 
a  single  suspension  stitch   of  catgut  through   the  uterus  and 


Fig.  3. — The  round  ligaments  have  been  drawn  out  to  the  necessary  length 
and  cut  short  at  the  level  of  the  external  rings.  On  the  Right  side  the 
shortened  ligament  is  being  secured  in  the  inguinal  canal.  On  the  Left 
side  the  aponeurosis  is  completely  closed  over  the  canal. 

Note. — The  ligaments  are  not  cut  short  till  the  first  tier  of  sutures  is  inserted. 
The  catgut  suture  should  not  have  been  shown  cut  short  at  the  Right 
external  ring. 

parietal  peritoneum.  The  abdomen  is  now  closed,  and  the 
round  ligaments  are  crossed  over,  doubled  upon  themselves 
and  attached  to  the  aponeurosis  of  the  external  oblique 
muscle,  to  Poupart's  ligament,  and  to  each  other  across  the 
middle  line.  The  upper  flap  of  the  aponeurosis  is  then  drawn 
down,  and  the  wound  closed  in  the  ordinary  way. 
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I  venture  to  think  that  Hirst's  operation  is  unnecessarily 
complicated  and  severe,  and  it  is  not  so  simple  as  the  method 
I  have  independently  carried  out.  In  his  hands  the  results 
are  no  doubt  excellent.  He  relies  on  opening  up  the  whole 
extent  of  each  inguinal  canal  to  find  the  round  ligaments.  In 
my  method,  as  we  shall  see,  the  peritoneal  cavity  is  opened 
first,  and  the  device  of  pulling  on  the  round  ligaments  from 
above  renders  their  recognition  at  the  external  rings  com- 
paratively easy,  with  hardly  any  opening  up  of  the  inguinal 
canals  at  all.  It  seems  to  me  to  be  wiser  to  free  a  fixed 
retroverted  uterus  through  the  abdomen  first,  before  attempt- 
ing traction  on  the  round  ligaments  through  the  canals. 

The  combined  method  which  I  would  submit  to  your  notice 
is  as  follows  : — 

A  transverse  or  slightly  semilunar  incision  is  made  a  couple 
of  inches  or  so  above  the  symphysis  pubis  with  the  concavity 
above  (Kiistner's  incision),  extending  down  through  the  fat 
to,  but  not  through,  the  aponeurosis.  The  upper  and  lower 
flaps  are  detached  from  the  aponeurosis,  and  a  vertical  incision 
is  made  either  in  the  middle  line  or  paramesially  through  the 
aponeurosis,  and  after  separating  the  recti  muscles,  vertically 
through  the  peritoneum.  The  pelvic  contents  are  explored 
through  this  incision,  and  adhesions,  diseased  ovaries  or  tubes, 
and  the  diseased  appendix  when  present,  are  all  dealt  with 
as  required,  the  retroverted  uterus  also  being  liberated  if 
bound  down.  Personally,  I  prefer  a  right  paramesial  incision 
through  the  aponeurosis  as  affording  easier  access  to  the 
appendix  in  case  it  may  require  to  be  removed. 

The  lower  skin  flap,  which  has  already  been  partially 
detached,  is  now  reflected  still  more  and  pulled  downwards  by 
a  retractor.  The  external  abdominal  rings  are  then  exposed 
and  carefully  defined,  as  in  the  method  of  doing  the  ordinary 
Alexander  operation  already  described.  The  round  ligaments 
are  pulled  out  and  shortened  in  the  usual  way.  The  operator 
can  either  sew  up  the  peritoneum,  recti  muscles  and  aponeurosis 
before  fixing  the  round  ligaments  in  the  inguinal  canals,  or 
preferably  he  can  suture  up  the  round  ligaments  first,  before 
finally  closing  the  abdomen. 

By  this  method,  through  one  comparatively  small  wound, 
all  the  undoubted  advantages  of  the  Alexander  operation  can 
be  obtained  in  every  case  where  operative  interference  for 
retroversion  is  required.     Moreover,  if  by  any  chance  the  round 

92 


Operations  for  Retroversion  of  the  Uterus 

ligaments  get  torn  and  their  proximal  ends  retract  and 
cannot  be  recovered  in  the  inguinal  canal,  or  in  the  rare 
cases  where  they  cannot  be  found,  the  uterus  can  be  fixed  up 
intra-peritoneally. 

For  the  comfort  of  those  who  dread  the  difficulty  of  finding 
the  round  ligaments  in  the  ordinary  Alexander  operation, 
I  would  point  out  that  in  this  combined  operation,  if  the 
ligaments  are  gently  pulled  on  by  an  assistant  from  the 
abdominal  cavity,  their  position  can  easily  be  recognised  in 
the  inguinal  canal  when  the  external  rings  have  been  clearly 
exposed.  This  removes  and  overcomes  one  of  the  main 
difficulties  in  quickly  finding  the  ligaments,  and  greatly 
simplifies  their  recognition. 

This  combined  operation  for  retroversion  may,  of  course, 
not  be  absolutely  necessary  in  the  absence  of  pelvic  complica- 
tions if  one  can  be  sure  that  none  exist,  but  it  is  so  simple 
and  so  satisfactory,  that  I  am  now  inclined  to  recommend  it 
in  all  cases,  complicated  or  uncomplicated,  where  an  opera- 
tion for  retroversion  is  indicated.  It  makes,  moreover,  the 
performance  of  the  Alexander-Adams  operation  easier,  for 
the  reasons  explained,  and  effectually  removes  the  main 
objections  to  an  excellent  operation — the  stigma  of  working 
in  the  dark  and  with  inadequate  knowledge  of  the  conditions 
in  the  pelvis. 

As  a  further  consideration  it  does  seem  somewhat 
unnecessary,  after  the  abdomen  has  been  opened  for  the 
rectification  of  a  retroversion,  to  perforate  the  abdominal  wall 
in  a  new  place  when  the  round  ligaments  are,  so  to  speak, 
staring  one  in  the  face  when  properly  looked  for  at  the 
external  rings,  and  have  practically  only  to  be  pulled  upon 
to  produce  the  best  possible  results. 

Discussion. 

Dr  Fordyce  said  that  it  was  long  since  he  had  given  up  doing 
the  Alexander- Adams  operation  because  it  so  frequently  failed,  and 
one  spent  a  long  time  in  finding  the  ligament,  whilst  the  internal 
operation  was  done  so  quickly.  He  had  never  seen  bad  results  from 
the  Gilliam  operation,  the  chief  objection  to  which  was  the  amount 
of  pain  that  sometimes  follows  it.  This  was  probably  due  to  strangu- 
lation of  the  ligaments  and  might  delay  recovery.  Dr  Haig  Ferguson's 
method  was  exceedingly  interesting,  only  it  is  open  to  criticism, 
because  if  the  Gilliam  operation  is  satisfactory  it  must  be  more  easily 
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and  more  quickly  done  once  the  abdomen  has  been  opened.  Dr 
Fordyce  said  that  he  would  like  to  see  Dr  Haig  Ferguson  do  the 
operation  if  he  would  give  a  demonstration. 

Professor  Watson  said  that  when  retroversion  is  giving  rise  to 
symptoms  the  latter  were  very  often  more  due  to  a  slight  descent 
of  the  uterus  than  to  actual  retroversion,  and  in  such  cases  one 
should  do  a  reparative  operation  on  the  pelvis  floor,  otherwise  the 
patient's  symptoms  might  continue.  He  had  very  seldom  done  the 
Alexander-Adams  operation,  and  principally  for  the  reasons  which 
Dr  Haig  Ferguson  gave  that  one  could  not  tell  exactly  the  conditions 
inside  the  abdomen,  and  even  in  sterility  one  wanted  to  make  sure 
of  the  patency  of  the  tubes.  The  operation  which  Professor  Watson 
had  done  practically  as  a  routine  was  a  modified  Gilliam  and  he 
had  never  seen  the  complication  which  Dr  Haig  Ferguson  referred 
to,  viz.,  hsematoma  between  the  layers  of  the  broad  ligament.  He 
did  not  think  there  was  any  great  danger  of  that  if  the  operation 
were  carefully  done.  One  knows  that  the  amount  of  pain  these 
patients  have  after  this  operation  is  out  of  all  proportion  to  what 
they  have  after  hysterectomy.  In  stitching  great  care  should  be 
taken  to  avoid  strangulation.  As  regards  recurrence  of  retroversion 
after  any  of  these  operations  Dr  Watson  did  not  think  that  they 
could  expect  the  uterus  always  to  stay  in  position  after  such  an 
operation,  like  a  uterus  which  had  been  in  perfectly  good  condition. 
Recurrence  after  childbirth  did  not  necessarily  imply  failure  of  the 
operation.  He  considered  it  most  important  in  all  these  cases  to 
make  sure  that  the  uterus  was  in  good  position,  and  if  not  to  put 
in  a  pessary  for  a  short  time.  He  would  take  the  first  opportunity 
of  seeing  Dr  Haig  Ferguson  perform  this  operation. 

Dr  Johnstone  said  that  it  was  a  very  wholesome  thing  in  a  society 
such  as  ours  to  have  an  opportunity  of  reviewing  each  other's  methods 
in  order  to  prevent  one  simply  settling  down  into  his  own  individual 
rut  or  routine.  Dr  Ferguson's  results  were  extraordinarily  good,  and 
from  having  seen  him  do  the  Alexander-Adams  operation  on  many 
occasions  Dr  Johnstone  said  that  Dr  Haig  Ferguson  had  in  the  course 
of  years  developed  extraordinary  skill  in  finding  the  round  ligaments 
in  the  canal ;  this  proficiency  which  he  had  acquired  perhaps  gave 
him  a  fondness  for  the  operation.  Dr  Johnstone  ventured  to  doubt 
if  it  were  anatomically  correct  to  fix  the  uterus  forward  by  means 
of  the  round  ligaments,  as  the  latter  do  not  really  belong  to  the  uterus 
and  their  position  in  relation  to  it  is  a  mere  accident  of  development. 
In  ordinary  circumstances  their  function  is  nil.  Personally,  for  the 
same  reason  as  Dr  Fordyce  and  Professor  Watson,  he  had  always 
preferred  the  Gilliam  operation,  or  latterly  the  sling  operation.  The 
pain    which   patients  have  afterwards   Dr  Johnstone  considered  was 
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due  to  strangulation  of  the  round  ligaments.  If  a  large  opening 
were  made  in  the  rectus  sheath  there  was  distinctly  less  pain.  Lately 
he  had  had  one  recurrence  which  he  thought  was  due  to  the  round 
ligaments  having  been  fixed  too  low  down.  Dr  Johnstone  had  had 
the  privilege  of  assisting  Dr  Ferguson  the  day  before  in  doing 
one  of  these  operations.  It  was  a  rather  complicated  case — the 
appendix  requiring  to  be  removed,  also  the  tube — but  apart  from 
that  he  was  struck  very  favourably  with  the  great  advance  on  the 
Alexander-Adams  operation  because  it  enabled  one  to  see  and  treat 
any  complication.  He  did  not  think  it  took  long,  at  least  not  in 
Dr  Haig  Ferguson's  hands,  and  the  position  of  the  uterus  was  very 
satisfactory  at  the  end.  There  was  one  theoretical  objection  to  this 
operation  and  the  Alexander-Adams  operation  as  compared  with 
the  Gilliam,  and  that  is  the  pull  upon  the  ligaments  is  more  lateral, 
while  in  the  Gilliam  operation  it  is  directly  forwards.  He  thought 
that  this  operation  was  a  great  advance  on  the  original  Alexander- 
Adams,  and  he  was  sure  Professor  Watson  would  agree  with  that  when 
he  had  seen  Dr  Haig  Ferguson  perform  it. 

Dr  Herzfeld  said  that  she  had  used  nothing  but  the  Baldy-Webster 
operation,  and  found  it  not  only  very  simple  and  quick — it  takes, 
roughly  speaking,  about  twenty  minutes,  but  also  one  gets  a  complete 
examination  of  the  pelvic  organs,  while  the  discomfort  is  very  slight. 
Her  resident  had  remarked  how  much  less  pain  there  was  after  the 
sling  operation  than  after  the  Gilliam.  Dr  Herzfeld  remembered  on 
one  occasion  a  patient  eighteen  months  after  a  sling  operation 
developed  acute  appendicitis;  after  that  she  had  always  removed  the 
appendix  when  doing  this  operation.  In  this  case  she  opened  the 
abdomen,  and  found  the  uterus  in  excellent  position,  and  the  round 
ligaments  were  holding  it  very  satisfactorily.  Dr  Herzfeld  had  not 
had  sufficient  experience  to  be  able  to  say  how  they  stood  pregnancies, 
but  in  the  twenty-five  to  thirty  cases  which  she  had  treated  it  had 
proved  satisfactory  in  every  other  respect. 

Dr  Davidson  said  one  point  that  had  occurred  to  him  was  in 
reference  to  the  proportion  of  failures.  Two  years  ago  Dr  Davidson 
did  a  Gilliam  operation,  and  the  uterus  is  now  just  as  bad  as  it  was 
before.  That  was  the  first  failure  he  had  seen.  His  objection  to  the 
operation  was  that  four  times  now  within  the  last  two  years  he  had  to 
remove  the  stitches  where  he  had  fixed  the  round  ligaments.  In  one 
case  the  pain  had  been  very  severe,  and  he  felt  a  definite  nodule  and 
had  to  operate  to  remove  the  stitches.  It  was  impossible  to  remove 
stitches  without  removing  the  round  ligaments.  He  knew  of  one  case 
in  which  eleven  months  after  the  operation,  the  patient  developed  a 
small  abscess  at  the  side  of  the  suture  which  eventually  perforated  the 
skin.     In  four  other  cases  he  had  had  to  re-operate,  and  this  had  put 
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him  out  of  conceit  with  this  kind  of  operation,  although  the  immediate 
results  were  very  good.  He  had  generally  used  linen  thread. 
Professor  Watson  said  that  catgut  should  be  used  and  not  silk  or 
linen  thread.  Dr  Davidson — Then  is  it  the  linen  thread  which  causes 
the  pain?     Professor  Watson  —  Yes. 

Dr  Young  said  that  he  had  seen  two  cases  with  considerable  pain 
after  the  use  of  catgut.  One  case,  especially,  he  recalled.  Mr  Brewis 
had  operated  sometime  before.  The  patient  became  pregnant,  and 
Dr  Young  saw  her  at  about  the  eighth  month  suffering  most  acute  pain, 
and  a  very  interesting  discovery  was  that  on  bimanual  examination 
one  could  feel  the  two  ligaments  running  up  from  the  abdominal  wall. 
What  impressed  Dr  Young  about  the  method  which  Dr  Haig  Ferguson 
suggested  is  the  possibility  that  it  might  enable  them  to  abolish  the 
other  operations  referred  to  and  which  cause  such  excruciating  pain. 
He  had  had  two  patients  lying  side  by  side,  one  after  hysterectomy 
and  the  other  after  the  Gilliam  operation,  and  while  the  former  was 
perfectly  comfortable,  the  latter  suffered  such  acute  agony  for  three  or 
four  days  after  the  operation  that  she  had  to  be  kept  under  m.orphia. 
The  pain  seems  out  of  all  proportion  to  the  slight  amount  of  damage 
which  the  operation  entails.  If  Dr  Haig  Ferguson's  operation  holds 
out  the  possibility  of  removing  that  distressing  feature  that  would  out- 
weigh any  little  disadvantage  in  the  way  of  two  or  three  minutes'  longer 
duration  of  the  operation.  Dr  Young  asked  if  Dr  Ferguson  could 
assure  him  on  that  point.  The  question  of  the  anatomy  of  the  round 
ligaments  was  one  which  raised  interesting  problems,  and  it  would 
probably  be  unwise  to  lay  too  great  stress  on  the  anatomical  advantage 
which  the  one  operation  has  over  the  other. 

The  President  said  he  was  glad  that  Dr  Haig  Ferguson  had  at 
the  commencement  of  his  paper  referred  to  pessary  treatment  of 
recent  displacement  occurring  in  the  puerperium.  It  was  only  then 
that  pessaries  were  really  satisfactory  as  curative  agents,  and  it  was 
unfortunate  that  all  cases  were  not  examined,  and  any  displacement 
corrected  at  once.  The  immediate  re-position  and  introduction  of 
a  pessary  during  the  puerperium  would  often  result  in  a  permanent 
cure.  This  would  be  one  of  the  chief  functions  of  a  post-natal  clinic 
at  the  Maternity  Hospital,  and  would  frequently  obviate  the  necessity 
for  such  operations  as  Dr  Haig  Ferguson  had  described.  The 
President  relied  almost  entirely  upon  a  modified  Gilliam  operation 
in  the  treatment  of  chronic  backward  displacement,  and  he  also 
had  seen  occasional  trouble  at  the  site  of  the  fixation  of  the  ligaments. 
He  had  seen  no  actual  abscess  formation,  and  the  pain  passed  away 
in  the  course  of  a  short  time.  He  would  very  much  like  to  see  this 
operation  done,  and  he  hoped  Dr  Ferguson  would  arrange  to  invite 
them  all  to  see  it — perhaps  at  the  time  of  the  Congress. 
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In  reply  Dr  Haig  Ferguson  said  he  was  specially  gratified  by  the 
discussion  which  his  paper  had  produced.  Professor  \Vatson  had 
remarked  that  a  retroversion  recurring  in  the  puerperium  after  a 
previous  operation  was  not  necessarily  an  indication  of  the  failure 
of  the  operation,  because  if  care  were  not  taken  after  any  labour 
retroversion  might  develop.  Dr  Ferguson  quite  admitted  that  possibly 
more  care  might  be  taken  in  the  puerperia  of  women  who  had  had 
operations  for  retroversion,  which  might  in  itself  prevent  the  recurrence 
of  the  displacement.  He  did  not  know,  however,  that  such  was  the 
case  specially  in  the  patients  he  had  referred  to.  As  to  the  pain 
after  the  Gilliam's  operation  he  also  had  had  that  experience  but 
had  never  had  the  experience  which  Dr  Davidson  had  described. 
He  had,  however,  seen  painful  swellings  over  the  anchored  round 
ligaments,  and  in  one  case  one  of  the  ligaments  had  apparently 
partly  sloughed.  He  found  that  if  the  ligaments  were  not  sewn 
together  in  the  middle  line  the  pain  was  always  less  severe.  At  one 
time  he  had  attached  the  ligaments  to  one  another  with  the  result 
that  the  pain  was  very  severe  indeed.  In  the  cases  he  had  done 
of  this  modified  operation  there  had  been  no  pain  complained  of 
and  he  had  never  had  any  complaints  of  pain  after  the  ordinary 
Alexander  operation.  He  did  not  think,  therefore,  there  should 
be  any  pain  after  the  modified  one,  because  it  was  simply  an  extension 
of  the  Alexander  operation.  Dr  Ferguson  said  he  should  be  very 
glad  to  demonstrate  the  operation  to  any  of  the  Fellows  interested,, 
as  opportunity  arose. 


NOTE  ON  A  CASE  OF  PNEUMOCOCCAL  PERI- 
TONITIS AT  THE  EIGHTH  MONTH  OF 
PREGNANCY.* 

By  BRUCE  M.  DICK,  M.B.,  Ch.B. 

The    following   case    is  of  interest  alike   from    its  rarity  and 
the  difficulties  in  diagnosis  it  presented : — 

Case. — A  woman,  Mrs  E.,  aged  23,  ii-para,  8  months  pregnant 
with  her  second  child,  admitted  to  Ward  34  Royal  Infirmary,  on 
i8th  January  1923,  late  at  night. 

Till  four  days  before  admission  the  patient  had  been  perfectly  well. 
Her  symptoms  arose  insidiously,  starting  with  intermittent  grinding 
pains  in  the  lumbar  region,  and  a  feeling  of  being  generally  out 
of  sorts.  By  the  second  day  pain  was  more  severe  and  constant, 
spreading    now   to  the  flanks  and    into  the   front    of  the   abdomen,, 

*  Read  14th  March  1923. 
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the  patient  thinking  she  was  going  into  labour  prematurely.  Thirty- 
six  hours  before  admission  violent  abdominal  pain  began,  accompanied 
by  vomiting  and  later  by  diarrhoea.  Pain,  vomiting,  and  diarrhoea 
continued  with  increasing  severity  till  admission.  The  pain  was 
chiefly  complained  of  in  the  lower  abdomen,  being  more  severe  on 
the  right  side.  From  the  vagina  there  had  on  no  occasion  been 
bleeding  or  discharge. 

On  admission. — The  temperature  was  104°  F.,  pulse  140,  respira- 
tions 36  per  minute.     Tongue,  dry  and  furred. 

For  comfort  the  patient  was  lying  in  a  rather  huddled-up  fashion 
on  her  left  side,  resisting  any  alteration  of  that  posture.  The  face 
was  pallid  but  not  markedly  so.  There  was  a  greyness  and  clam.miness 
about  her  skin.  The  eyes  were  bright  and  the  patient  looked  distinctly 
ill.  Mentally  she  was  alert  and  clear,  giving  a  good  account  of  her 
symptoms. 

On  further  examination  and  interrogation  it  was  found  that  there 
was  no  oedema  of  the  feet  and  ankles,  and  no  headache  or  eye 
symptoms.  Respiration  was  entirely  thoracic  and  had  a  tendency 
to  be  jerky.     Examination  of  the  chest  was  negative. 

Examination  of  the  urine  showed  it  to  be  almost  solid  with 
albumen,  and  to  contain  a  trace  of  blood  and  a  few  granular  and 
hyaline  casts. 

Examination  of  the  abdomen  showed  it  to  be  markedly  distended 
and  the  uterus  up  to  the  level  of  an  8  months'  pregnancy. 

On  palpation  there  was  extreme  tenderness  in  the  whole  lower 
abdomen  below  the  umbilicus  and  especially  on  the  right  side.  There 
was  marked  boarding  of  the  muscles  and  this  interfered  with  the 
proper  outlining  of  the  uterus. 

The  foetal  heart  rate  was  130. 

Pelvic  examination  revealed  an  external  os  dilated  to  the  size 
of  half-a-crown  with  the  head  engaged  in  the  pelvis  and  the  woman 
presumably  going  into  labour. 

A  provisional  diagnosis  of  concealed  accidental  hemorrhage  was 
made  though  some  of  the  more  prominent  features  of  this  condition 
were  lacking.     It  was  decided  to  perform  laparotomy. 

Operation  by  Dr  Young  two  hours  after  admission. 

On  opening  the  abdomen  there  was  a  gush  of  a  large  quantity 
of  thin  seropurulent  greenish  fluid  into  the  wound.  The  whole  pelvis 
and  flanks  were  full  of  this  fluid. 

Inspection  of  the  viscera  showed  both  tubes  and  ovaries  to  be 
inflamed,  especially  on  the  right  side;  they  were  covered  with  a  recent 
deposit  of  copious  flaky  lymph. 

On  the  lower  coils  of  the  ileum  there  were  signs  of  recent 
peritonitis.     The  appendix  was  healthy,  and  in  the  upper  abdomen 
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there  was  no  lymphy  exudate  to  suggest  a  perforation  of  any  viscus. 
On  the  meagre  supposition  that  the  origin  of  injection  might  be  the 
right  Fallopian  tube,  it  was  resected. 

In  view  of  the  critical  state  of  the  patient  it  was  deemed  inadvis- 
able to  perform  Cesarean  section. 

Death  occurred  15  minutes  after  operation. 

On  Fost-fiiortem  Exa//iinafion — Very  early  recent  peritonitis  was 
found  on  the  coils  of  the  lower  ileum.  No  local  source  was  discover- 
able for  this  peritonitis.  No  perforation  of  stomach  or  duodenum. 
The  liver  showed  cloudy  swelling,  and  early  fatty  change.  The  spleen 
was  in  a  state  of  acute  splenic  tumour  (?)  The  kidneys  showed  cloudy 
swelling.  The  lungs  showed  no  pneumonia  or  tuberculosis.  The 
bronchi  were  slightly  inflamed. 

On  cutting  into  the  uterus  nothing  abnormal  was  found. 

Microscopic  section  of  the  resected  tube  showed  marked  inflam- 
matory reaction  on  the  peritoneal  aspect  of  the  tube  but  none  in  the 
mucous  membrane. 

I  am  indebted  to  Dr  Logan  for  the  bacteriological  investigation  of 
the  case. 

The  organism  obtained  from  the  peritoneum  at  operation  was  a 
streptococcus  or  pneumococcus  of  a  mucoid  type,  losing  its  mucoid 
characters  on  subculture.  An  identical  organism  was^  obtained  from 
the  heart  blood  post  mortem. 

The  view  of  the  bacteriologist  is  that  the  organism  is  a  streptococcus, 
though  tending  in  some  of  its  qualities  towards  the  pneumococcus 
group. 

This  case  opens  up  an  interesting  question  as  to  the 
source  and  mode  of  injection.  The  post-mortem  findings  do 
not  appear  to  settle  the  difficulty  or  lead  to  any  decision. 
The  two  most  apparent  possibilities  seem  to  be:  (i)  That  it 
was  a  blood  infection  of  the  peritoneum  ;  or  (2),  that  it  might 
conceivably  be  clue  to  a  spread  upwards  from  the  lower  genital 
tract  to  the  right  Fallopian  tube,  which  was  the  more  inflamed — 
on  its  peritoneal  aspect — although  against  this  is  the  fact  that 
the  mucosa  showed  no  inflammatory  reaction. 

Recently  Dr  M'Cartney  suggested  that  the  relative  frequency 
of  pneumococcal  peritonitis  in  the  female  sex,  as  contrasted 
with  its  rarity  in  the  male,  might  be  explained  by  an  ascending 
infection  along  the  genital  tract ;  his  experiments  on  animals 
seem  to  support  this  view.  Cases  of  pure  pneumococcal 
peritonitis  are  recorded  as  occurring  in  the  puerperium  where 
the  endometrium  has  been  the  primary  focus  of  infection. 
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In  this  case  there  was  no  primary  focus  of  infection  dis- 
covered, and  it  therefore  seems  to  fall  under  the  class  of 
primary  pneumococcal  peritonitis — for  it  is  difficult  in  such  a 
case  with  a  pregnant  state  of  the  uterus  to  conceive  of  a  spread 
of  infection  from  the  lower  genital  tract  taking  place. 

Discussion. 

Professor  Watson  said  it  must  be  recognised  that  in  a  large  number 
of  cases  of  bacteraemia,  towards  the  end  the  abdomen  frequently 
became  distended,  and  all  the  signs  of  peritonitis  were  present,  and 
these  obviously  were  cases  where  peritonitis  was  secondary  to  the 
general  blood  infection,  and  he  did  not  see  any  difficulty  in  supposing 
that  there  was  a  certain  number  of  pneumococcal  cases  of  the  same 
nature.  Professor  Watson  recalled  one  case  which  had  occurred  in 
the  puerperiurn.  The  woman  had  gone  into  premature  labour  at  the 
eighth  month.  No  vaginal  examination  had  been  made.  She  died 
on  the  seventh  day  of  the  puerperium  with  signs  of  peritonitis.  In 
the  post-mortem  examination  there  was  a  pure  culture  of  pneumococcus, 
and  it  was  found  that  she  had  been  nursing  her  mother  who  had  died 
of  pneumonia.  She  had  a  spontaneous  labour  and  died  on  the  seventh 
or  eighth  day  with  definite  pneumococcal  blood  and  peritoneal  infection. 
Professor  Watson  thought  it  must  be  recognised  that  this  infection 
may  get  into  fhe  blood-stream  through  the  tonsils  or  oral  mucous 
membrane,  and  pneumococcal  peritonitis  may  be  secondary  to  that. 

Dr  Young  said  that  this  case  opened  up  some  interesting  and 
difficult  points  in  connection  with  diagnosis.  Here  was  a  woman, 
eight  months  pregnant,  with  evidence  of  acute  abdominal  distress,  a 
rapid  pulse,  and,  in  some  ways  the  most  prominent  feature,  a  heavy 
deposit  of  albumen  in  the  urine,  while  in  addition  she  had  a  temperature. 
The  pain  in  the  abdomen  was  extreme,  and  the  diagnosis  one  came 
to  of  concealed  accidental  haemorrhage  was  very  provisional,  because 
the  case  was  clearly  atypical.  One  point  called  for  comment,  and  that 
was,  why  was  not  a  Csesarean  section  done?  When  she  was  taken 
to  the  operating  room  her  pulse  was  140,  and  that,  as  one  knows,  is 
not  a  necessary  sign  of  imminent  death,  and  as  soon  as  he  saw  her 
condition  it  was  clear  that  the  chances  of  recovery  were  small,  but 
none  the  less  in  cases  of  acute  abdomen  of  that  sort  one  trusts  to  a 
meagre  hope  of  recovery,  and  he  was  satisfied  that  a  Ctesarean  section 
would  prejudice  any  chance  there  was  for  the  patient,  but  if  he  had 
known  that  she  would  die  so  soon  there  would  have  been  no  hesitation 
in  doing  it  and  the  child  probably  would  have  been  saved. 
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THE  ROUTINE  TREATMENT  OF  ECLAMPSIA.* 

Statement  by  The  PRESIDENT. 

It  will  be  remembered  that  the  subject  for  discussion  at  the 
British  Congress  of  Obstetrics  and  Gynaecology  held  at  Liver- 
pool last  June  was  the  prognosis  and  treatment  of  eclampsia. 
In  the  first  instance,  reports  on  eclampsia  were  presented  from 
many  centres,  including  the  Edinburgh  Royal  Maternity  and 
Simpson  Memorial  Hospital,  and  thereafter  a  free  discussion 
on  these  reports  took  place.  At  the  end,  it  was  generally 
agreed  that  an  effort  should  be  made  to  introduce  more 
systematic,  and,  if  possible,  more  uniform  methods  of  treat- 
ing eclampsia  into  the  Hospitals  of  Great  Britain.  Ireland 
has  already  done  this  to  a  very  large  extent.  The  London 
Committee  undertook  to  work  out  schemes  which  could  be 
put  into  operation  in  the  hospitals  of  London,  and  to  com- 
municate them  to  the  teachers  of  all  the  other  Medical  Schools 
with  a  view  to  their  adopting  them  or  any  modification  which 
seemed  desirable.  This  has  now  been  done,  and  the  staff  of 
the  Maternity  Hospital  here  has  adopted  a  scheme  which 
will  be  carefully  followed  by  each  succeeding  physician  during 
his  respective  quarter  on  duty.  Special  labour-ward  charts 
and  case-record  forms  have  been  sent  from  the  London  Com- 
mittee, and  will  be  filled  up  on  a  uniform  plan.  These  forms 
can  be  obtained  by  application  to  the  House  Surgeon  at  the 
Maternity  Hospital.  The  value  of  future  work  will  depend 
very  largely  upon  the  accuracy  and  fullness  of  these  case- 
records.  It  is  also  extremely  important  that  there  should  be 
a  uniform  classification  of  cases,  and  for  this  purpose  it  has  been 
agreed  that  cases  showing  any  two  of  the  following  symptoms 
should  be  classed  as  "severe" — coma,  a  pulse-rate  over  120,  a 
temperature  above  103T.,  a  number  of  fits  greater  than  ten, 
a  urine  which  becomes  solid  on  boiling,  the  absence  of  oitdema, 
and  a  blood-pressure  above  200  millimetres.  On  the  other  hand, 
when  these  phenomena  are  absent  the  case  is  classed  as  "  mild." 
It  is  obvious  that  if  we  are  to  compare  the  effects  of  different 
forms  of  treatment,  some  such  standard  of  classification  is 
necessary,  for  if  a  particular  treatment  has  been  adopted  in 
mild  cases  only,  and  another  treatment  in  severe  cases  only, 
it  is  clear  that  the  results  obtained  in  the  two  groups  are  in 
*  Made  14th  March  1923. 
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no  way  comparable.  With  regard  to  the  various  schemes  of 
treatment,  the  London  Eclampsia  Committee  suggest  that  the 
methods  advocated  by  Stroganoff  and  Hastings  Tweedy 
should  be  taken  as  the  basis.  It  is,  however,  desirable  that 
modifications  of  these  methods  should  be  tested,  and  it  has 
accordingly  been  arranged  that  the  following  schemes  should 
be  employed  at  the  hospitals  indicated : — 

A.  Qiieen  Charlotte's  Hospital — (i)  Diet:  no  food;  water  by 
mouth.  (2)  Irrigation  of  colon  by  salines.  (3)  Purgation  by  magnesium 
sulphate.  (4)  Veratrone  according  to  blood-pressure.  (5)  Morphia 
only  for  restlessness  and  not  repeated.  Maximum  dose  \  gr. 
(6)  Atropin  for  pulmonary  oedema.  (7)  Venesection  if  patient  deeply 
cyanosed,  has  a  high  blood-pressure  and  signs  of  a  failing  heart. 
(8)  Saline  infusion  intravenously  up  to  one  pint  if  very  slight  or  no 
oedema.  (9)  Hot  pack  not  to  be  used.  (10)  Inducdon  of  labour  not 
done  unless  eclampsia  has  ceased.  (11)  Obstetric  operations  as 
indicated  by  appropriate  obstetrical  conditions,  and  should  not  be 
carried  out  with  the  object  merely  of  hastening  labour  (the  application 
of  forceps  to  the  head  in  the  pelvic  cavity  is  excepted). 

B.  St  Thomas's  Hospital  and  Royal  Free  Hospital — (i)  Washing 
out  stomach  and  colon.  (2)  Water  by  mouth  if  conscious :  subcu- 
taneous or  intravenous  saline  if  unconscious.  (3)  Chloral  and  bromide 
by  mouth  or  rectum.  Morphia  only  in  cases  of  extreme  restlessness 
and  inability  to  take  drugs  by  the  mouth  or  retain  them  per  rectum. 
(4)  Venesection  when  pulse  full  and  bounding ;  high  blood-pressure 
and  cyanosis.     (5)  Terminate  second  stage  by  forceps. 

C.  Gefteral  Lying-in  Hospital,  York  Road. — Treatment  on  lines 
of  Rotunda  Hospital  without  morphine  but  with  veratrone  when  blood- 
pressure  high  :  induction  of  labour  if  eclampsia  state  is  prolonged. 

D.  St  Bartholomezv's  Hospital. — Dublin  method  with  the  addition 
of  morphia  and  chloral  and  with  immediate  induction  of  cases  not 
in  labour. 

E.  Dundee  Maternity  Hospital. — (i)  Wash  out  stomach  till 
clear,  and  before  removing  the  tube  introduce  Mag.  Sulph.  2  oz. 
in  12  oz.  of  water.  (2)  Irrigate  the  colon  with  copious  saline 
injections  until  washings  are  clear.  (3)  Place  patient  in  left  frontal 
position  with  face  over  the  edge  of  bed.  (4)  Apply  radiant  heat 
or  hot  air.  (5)  Diet — No  food  of  any  kind,  but  abundance  of  water 
if  patient  can  swallow.  (6)  Veratrone  by  hypodermic  injection,  the 
dosage  to  be  determined  by  height  of  blood-pressure  taken  hourly 
as  follows: — Above  190  m.m.,  i  c.c. ;  175-190  m.m.,  \  c.c. ;  160- 
175  m.m.,  \  c.c. ;  140-160  m.m.,  \  c.c. ;  below  140  m.m.,  no  veratrone. 
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If  pulse  is  below  90,  the  dose  should  be  that  of  one  stage  lower 
than  on  above  table.  (7)  Induction  of  labour  is  not  to  be  done 
unless  the  eclampsia  has  ceased,  as  shown  by  cessation  of  fits  and 
regaining  of  consciousness.  (8)  Obstetric  operations  are  indicated 
only  by  their  appropriate  obstetrical  conditions,  and  should  not  be 
carried  out  with  object  merely  of  hastening  labour.  (The  application 
of  forceps  when  the  head  is  on  the  perineum  alone  excepted.)  (9) 
Third  stage  and  P.P.  hcemorrhage.  Loss  of  blood  in  excess  of  two 
pints  to  be  treated  by  compression  of  uterus  or  aorta.  (10)  Special 
conditions : — (a)  Restlessness — injection  of  morphia  -|  gr.  not  to  be 
repeated.  {l>)  Pulmonary  oedema — Atropin  ^1^^  gr.  (c)  Cyanosis 
between  fits — If  B.P.  above  160  m.m.  venesection  to  20  oz.  and  not 
repeated,  (d)  CEdema  (other  than  pulmonary) — Do  not  give  saline 
infusions. 

F.  After  considering  the  various  possibilities  in  treatment,  the 
Staff  of  the  Edinburgh  Royal  Maternity  Hospital  agreed  to  adopt  the 
following  scheme  for  at  least  one  year: — (i)  Diet — Water  only.  (2) 
Irrigation  of  colon.     (3)  Lavage  of  stomach  with  soda  bicarb,  solution. 

(4)  Purgation — Mag.    sulph.    7A   to  5ii    by   mouth    or   stomach   tube. 

(5)  Morphia  ^  gr.  to  begin  with,  to  be  repeated  in  ^  gr.  doses  as 
required  if  fits  recur:  atropin  ytu  g^-  '^^^^h  each  injection.  (6) 
Venesection  in  cases  of  cyanosis  with  very  high  blood-pressure. 
(7)  Patient  to  be  in  a  quiet  and  dark  room.  (8)  No  obstetric 
interference  unless  Caesarean  Section  in  cases  of  fulminating  type, 
and  forceps  in  cases  in  which  the  os  is  dilated  and  head  is  in  the 
cavity  of  the  pelvis.     (9)  Chloroform  not  to  be  used  as  an  anaesthetic. 

The  sole  object  of  these  remarks  is  to  induce  those 
who  are  not  attached  to  hospitals,  but  who  practise  mid- 
wifery, to  adopt  the  same  scheme  so  that  all  cases  in  the 
district  may  be  recorded,  and  thus  much  help  given  in  the 
attempt  which  is  being  made  to  deal  satisfactorily  with  this 
the  most  serious  complication  of  pregnancy  and  labour. 

Dr  Haig  Ferguson  mentioned  that  the  treatment  of 
eclampsia  as  outlined  by  the  President  had  been  begun  in 
the  Maternity  Hospital  during  this  quarter,  and  he  had  found 
it  had  worked  extremely  satisfactorily.  The  cases  had  done 
well  under  the  treatment,  and  there  was  every  encouragement 
to  continue  it. 
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EXHIBITION   OF   SPECIMEN. 

Dr  F.  J.  Brow/ie  described  a  specimen  of  an  acardiac  foetus 
and  placenta  received  from  Dr  Allan  Rutherford,  Barrow-in- 
Furness.  The  mother  was  a  ii-para,  aged  i8,  healthy  and  married 
over  two  years;  first  child  alive  and  well,  aged  14  months.  The 
father  so  far  as  could  be  ascertained  was  also  healthy.  Labour  was 
precipitate  at  full  time,  a  male  child  being  born  alive  and  well  along 
with  the  placenta  and  the  acardiac  foetus  before  arrival  of  the  midwife. 
The  living  child  had  a  slight  deformity  of  the  thumb,  which  was  flail- 
like on  account  of  congenital  absence  of  the  metacarpal  bone.  The 
acardiac  foetus  was  badly  macerated  (papyraceus)  and  was  represented 
by  two  lower  limbs  of  fairly  normal  appearance,  a  pelvis,  a  badly 
formed  abdomen,  to  the  upper  margin  of  which  there  was  attached  a 
rudimentary  upper  limb.  The  umbilicus  was  represented  by  a  slightly 
elevated  papilla,  partly  surrounded  by  a  furrow,  at  the  lower  border  of 
attachment  of  the  upper  extremity.  A  clitoris  and  two  labia  majora 
represented  the  external  genital  organs. 

A  skiagram  showed  a  well  ossified  femur  and  tibia  on  each  side 
with  a  rudimentary  pelvis,  and  in  the  upper  limb  there  was  a 
rudimentary  scapula,  humerus,  and  possibly  a  radius  and  ulna. 

The  abdomen  contained  no  organ  except  what  appeared  to  be  a 
kidney,  from  the  lower  end  of  which  a  possible  ureter  ran  downwards 
to  the  bladder,  but  owing  to  the  extremely  pasty  condition  of  the 
specimen  it  was  impossible  to  procure  microscopic  confirmation.  No 
diaphragm  was  present,  and  the  chest  cavity  was  represented  by  a 
mass  of  gelatinous  tissue  in  which  no  organs  were  present.  There 
was  no  trace  of  heart  or  lungs. 

There  was  a  rudimentary  bladder,  and  the  two  hypogastric  arteries 
appeared  to  run  along  in  their  usual  position;  no  aorta  or  iliac  veins 
were  found,  but  this  was  probably  due  to  the  macerated  condition,  as 
in  the  upper  and  lower  limbs  there  were  small  vessels  present. 

Placenta  and  Cord.  The  placenta  was  normal  both  on  naked 
eye  and  microscopic  examination.  The  umbilical  cord  of  the  acardiac 
foetus  joined  the  cord  of  the  other  foetus  one  inch  from  its  root.  There 
seemed  to  be  an  anastomosis  between  the  vein  in  the  cord  of  the 
acardiac  with  the  umbilical  vein  in  the  cord  of  the  normal  foetus  in 
the  last  inch  of  common  cord.  The  cord  of  the  acardiac  foetus 
showed  no  abnormality  on  microscopic  examination,  there  being 
present  two  arteries  and  one  vein.     In  the  root  of  the  cord,  however, 
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and  close  to  the  abdomen,  there  was  a  sac  which  contained  a  few  coils 
of  intestine,  but  much  less  than  the  normal  amount.  About  one  inch 
distant  to  this  there  was  a  true  knot  on  the  cord  very  tightly  drawn, 
which  may  have  been  the  cause  of  fcetal  death.  The  circulation  in  the 
acardiac  fcetus  therefore  was  carried  on  by  means  of  the  heart  of  the 
normal  foetus  which  drove  a  certain  amount  of  pure  venous  blood 
through  the  cord  of  the  former  to  the  rudimentary  limbs,  whence  by 
vis  a  tergo  it  was  returned  through  the  two  small  umbilical  arteries 
into  the  common  placental  circulation  ;  the  two  circulations  in  the 
placenta  must  therefore  necessarily  have  communicated — possibly  in 
the  common  part  of  the  cord. 

The  condition  was  probably  due  to  arrested  or  imperfect  develop- 
ment of  one  half  of  a  twin  blastoderm,  this  arrest  of  development 
occurring  prior  to  the  full  development  of  the  vascular  system. 

Classification. — Dr  Browne  classified  the  specimen  as  "Foetus  holo- 
acardiacus  acephalus  dipus  monobrachius." 

Dr  H.  S.  Davidson  showed  a  lipoma  about  the  size  of  a  tangerine 
orange  removed  from  the  right  external  abdominal  ring  of  a  woman 
aged  41.  There  had  been  no  symptoms  except  slight  tenderness  and 
discomfort. 
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TREATMENT  OF  CONCEALED  ACCIDENTAL 
HEMORRHAGE  BY  CONSERVATIVE  CESAREAN 
SECTION.* 

By  Dr  R.  A.  LENNIE,  Glasgow. 

The  consensus  of  opinion  seems  to  favour  the  view  that  if 
Cesarean  section  is  performed  in  cases  of  concealed  accidental 
haemorrhage,  the  diseased  uterus  must  thereafter  of  necessity 
be  removed  by  hysterectomy.  The  prevalent  belief  is  that 
the  damage  to  the  uterine  wall  from  interstitial  haemorrhages, 
with  the  accompanying  loss  of  tone,  stretching  and  paralysis 
of  the  muscle  fibres  precludes  the  possibility  of  the  uterus 
retracting  in  the  usual  manner. 

In  practice,  however,  this  has  not  been  the  experience  in 
the  wards  of  the  Glasgow  Royal  Maternity  Hospital,  with 
which  I  am  associated,  and  although  the  cases  dealt  with  are 
as  yet  limited,  we  have  a  record  of  at  least  three  cases  in  which 
hysterectomy  was  purposely  omitted,  and  the  patient  survived 
the  less  drastic  operation  of  Csesarean  section.  In  all  of  these 
cases  hysterectomy  was  not  considered  expedient  owing  to  the 
collapsed  condition  of  the  patient. 

Case  L — The  first  operation  was  performed  by  Dr  Jardine  in 
March  1904,  when  Dr  Cameron  was  his  house-surgeon.  The  patient 
was  a  primipara  aged  27,  and  on  admission  to  hospital  gave  a 
history  of  vaginal  haemorrhage  of  several  hours'  duration.  Her  face  was 
pallid  and  anxious-looking,  but  apart  from  the  anaemia  and  distress, 
her  appearance  was  striking  on  account  of  her  small  stature  and 
the  marked  deformities  of  her  limbs.  On  vaginal  examination  there 
was  moderate  haemorrhage,  while  the  canal  was  full  of  blood-clot. 
•  The  OS  was  the  size  of  a  shilling.  On  measurement  the  true  conjugate 
proved  to  be  2^  in.  On  abdominal  palpation  the  uterus  was  found 
to  be  much  distended  and  tenderness  was  marked.  The  fcetal  heart 
could  still  be  heard.  There  is  no  record  of  an  urinary  examination, 
but  an  o^dematous  condition  of  the  abdominal  wall  was  noted.  Shortly 
after  admission  the  patient  showed  signs  of  collapse  and  the  pulse 
became  thready  and  rapid.  The  amount  of  vaginal  haemorrhage  was 
not  sufificient  to  account  for  this,  and  concealed  hcemorrhage  was 
suspected.  As  Csesarean  section  seemed  to  be  the  only  possible 
line  of  treatment  owing  to  the  pronounced  pelvic  deformity,  Dr  Jardine 
was  communicated  with.     The  child  weighed   7  lb.    and   was   alive, 
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but  required  resuscitation.  The  uterine  cavity  was  full  of  blood-clot 
and  the  placenta  was  partially  detached,  numerous  clots  being 
adherent  to  its  surface.  There  is  no  record  of  other  pathological 
changes.  After  delivery  of  the  child  no  relaxation  of  the  uterus 
occurred.  It  was  stitched  in  the  usual  way  and  the  patient  was 
sterilised.  The  puerperium  ran  a  normal  course,  and  she  was 
dismissed  well  twenty-six  days  after  operation. 

Case  II. — At  a  more  recent  date,  October  1920,  Mrs  I).,  aged  41, 
gravida  10,  was  admitted  to  this  hospital  at  8  a.m.  suffering  from 
ante-partum  hcemorrhage.  The  urine  was  loaded  with  albumen. 
On  admission  she  was  very  blanched  and  exhausted,  while  the  pulse 
was  thready  and  rapid.  She  complained  of  having  had  severe  and 
continuous  abdominal  pain  from  2  a.m.,  while  at  5  a.m.  there  had 
been  slight  bleeding  from  the  vagina.  There  was  no  further  vaginal 
haemorrhage.  On  abdominal  palpation  the  uterus  appeared  to  be 
about  seven  and  a  half  months  gravid.  It  was  very  tense  and 
extremely  tender.  The  foetal  heart  could  not  be  heard,  neither 
vvere  foetal  parts  nor  movements  palpable.  On  vaginal  examination 
the  OS  was  closed,  and  the  patient  was  not  in  labour. 

After  admission  there  was  a  gradual  increase  in  size  of  the  uterus, 
and  rigidity  and  tenderness  became  more  marked.  The  pulse  was 
now  very  poor  in  quality,  and  on  occasion  could  not  be  felt.  The 
patient  was  given  intravenous  saline,  while  pituitrin  and  stimulants 
were  administered.  Dr  M'Lellan  saw  the  patient  at  12  noon,  and 
decided  to  perform  Cesarean  section. 

On  opening  the  abdomen  the  anterior  wall  of  the  uterus  was 
seen  to  have  a  curious  purplish  mottled  appearance.  This  discolora- 
tion extended  over  the  posterior  wall.  On  incising  the  uterus  small 
interstitial  haemorrhages  were  found  throughout  the  uterine  muscle. 
The  placenta  was  completely  detached,  and  there  was  a  large  quantity 
of  blood-clot  in  the  uterine  cavity.     The  foetus  was  of  course  dead. 

When  the  contents  were  evacuated  the  uterus  retracted  readily, 
and  the  wound  was  stitched  in  the  usual  way.  It  was  considered 
inadvisable  to  attempt  hysterectomy  as  the  patient  was  in  extremis. 
A  rupture  of  the  serous  coat  in  the  lower  segment  of  the  uterus 
resulting  from  subperitoneal  hcemorrhage  was  also  stitched.  The 
patient  was  sterilised. 

The  puerperium  was  uneventful,  and  the  patient  was  dismissed 
well,  twenty-two  days  after  admission. 

Case  III. — The  third  case,  Mrs  K.,  aged  24,  primipara,  was  admitted 
on  17th  November  1922,  at  4.45  p.m.  On  admission  the  patient  was 
blanched  and  collapsed,  and  gave  a  history  of  slight  bleeding  from  the 
vagina  for  several  hours,  which  was  accompanied  by  severe  abdominal 
pain.     She  was  seven   months  pregnant,  and  evidence    of  concealed 
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haemorrhage  was  apparent  on  abdominal  palpation.  On  vaginal 
examination  the  cervix  barely  admitted  one  finger,  and  there  was  a 
constant  trickle  of  blood.  The  patient  looked  albuminuric,  and  had 
slight  oedema  of  the  feet  and  legs.  Qldema  had  been  present  for 
several  weeks.  The  urine  contained  a  fair  amount  of  albumen 
(l  Esbach).  A  binder  was  applied  and  ^  c.c.  of  pituitrin  given 
half-hourly,  and  the  usual  methods  of  stimulation  were  resorted  to. 

When  I  saw  the  patient  about  an  hour  later,  her  condition  was 
extremely  critical.  In  view  of  the  favourable  results  in  the  previous 
cases,  it  seemed  that  Cesarean  section  offered  the  only  chance  of 
recovery.  I  consulted  Dr  M'Lellan  and  he  advised  me  in  the 
circumstances  not  to  attempt  hysterectomy  after  removing  the  child. 

On  opening  the  abdomen  the  exposed  uterus  presented  a  blackened 
appearance  from  subperitoneal  haemorrhages  and  from  dark  mottled 
areas  in  its  wall.  There  was  a  small  amount  of  blood-stained  fluid 
in  the  abdominal  cavity.  The  uterine  incision  revealed  numerous 
intramural  haemorrhages,  and  the  cavity  was  full  of  blood-clot. 
The  placenta  was  almost  completely  detached  by  a  large  retroplacental 
ha^matoma,  and  the  membranes  were  also  separated  from  the 
uterine  wall  by  blood.  When  the  contents  were  evacuated,  the 
uterus  retracted  down  even  more  readily  than  is  usually  found  in 
ordinary  sections :  there  was  practically  no  bleeding  during  the 
operation.  The  uterine  wound  was  closed  in  the  usual  manner.  Two 
pints  of  saline  were  introduced  into  the  abdominal  cavity. 

After  operation  the  immediate  progress  was  good.  During  the 
first  fortnight  of  the  puerperium.  there  was  evidence  of  a  mild 
infection.  In  the  course  of  the  third  week  indications  of  sepsis 
became  more  definite,  and  a  few  days  later  phlegmasia  alba  dolens 
developed  in  the  left  leg.  This  was  followed  almost  immediately  by 
the  involvement  of  the  other  leg  and  by  extension  of  the  cedema 
to  the  lower  abdomen  and  back.  The  patient's  heart  now  showed 
signs  of  commencing  myocarditis,  and  attacks  of  dyspnoea  were 
frequent.  Despite  all  treatment  the  patient  died  of  cardiac  failure, 
forty-seven  days  after  the  operation. 

From  the  unfortunate  termination  to  this  case,  it  might  be 
presumed  that  had  hysterectomy  been  performed  the  low  form 
of  sepsis  and  phlegmasia  alba  dolens  might  not  have  supervened. 
On  the  other  hand,  it  is  almost  certain  that  the  patient  would 
have  died  on  the  table  had  further  operative  measures  been 
attempted,  as  her  condition  was  desperate.  In  all  probability 
sepsis  in  this  case  was  favoured  by  the  acute  anaemia  and 
consequent  lowered  resistance. 

In   a  recent  communication  to  this  Society  by  Drs  Fordyce 
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and  Johnstone  notes  were  given  of  a  similar  case  in  which 
hysterectomy  was  performed,  and  the  patient  succumbed  about 
six  weeks  later  from  "  slowly  developing  thrombosis  of  the 
pulmonary  artery  "  following  sepsis  and  phlegmasia  alba  dolens. 

Apparently  this  complication  is  liable  to  follow  both  types 
of  operation,  but  the  shock  is  decidedly  less  when  the  con- 
servative operation  is  practised,  and  I,  in  conjunction  with  my 
seniors  Dr  Cameron  and  Dr  M'Lcllan,  hold  that  when  Ca,\sarean 
section  is  indicated  in  a  case  of  accidental  haemorrhage,  the 
organ  should  be  left  hi  situ,  as  the  bleeding  ceases  owing  to 
the  musculature  being  still  capable  of  contraction  and  retraction. 

It  may  be  argued  that  hysterectomy  is  necessary  in  the 
event  of  there  being  a  hcematoma  in  the  broad  ligament ;  in 
the  third  case  there  was  evidence  of  blood  effusion  between  the 
layers  of  the  broad  ligament,  and  also  between  the  muscular 
and  serous  coats  of  the  uterus,  while  in  the  second  case  the 
peritoneal  coat  had  ruptured  on  account  of  the  effused  blood 
and  required  to  be  stitched.  There  would  seem  to  be  less  shock 
in  evacuating  a  haematoma  than  in  performing  hysterectomy, 
and  in  any  event  the  effused  blood  would  gradually  be  absorbed. 

Discussion. 

Dr  Fordyce  said  that  he  had  only  had  two  cases  of  the  kind — the 
one  to  which  Dr  Lennie  had  referred,  and  another  in  the  ^Maternity 
Hospital.  He  had  thought  that  the  case  which  he  reported  recently 
would  have  recovered,  but  the  preparations  had  been  very  hurried. 
In  the  other  case  he  had  waited  to  take  out  the  child  before  removing 
the  uterus,  because  it  seemed  to  be  contracting  so  imperfectly  and 
was  so  ploughed  up  with  blood  that  it  was  impossible  for  it  to  contract. 
There  is  no  rule,  because  in  one  case  the  uterus  may  contract  while  in 
another  there  is  no  contraction.  Many  cases  of  concealed  accidental 
haemorrhage  have  died  because  the  uterus  does  not  contract.  In  this 
recent  case  there  was  an  enormous  hcematoma  in  the  broad  ligament, 
and  they  had  decided  to  do  hysterectomy  because  the  patient  would 
lose  less  blood  than  by  a  C?ssarean  section,  especially  as  the  uterus  did 
not  contract.  Dr  Fordyce  said  that  it  was  interesting  to  know  that 
hysterectomy  was  not  always  necessary,  but  the  first  case  did  not  seem 
convincing  because  the  uterus  would  only  have  been  slightly  ploughed 
up.  Dr  Lennie's  paper  was  most  instructive,  and  they  were  indebted 
to  him  for  bringing  up  these  cases. 

Professor  Watso7i  said  that  he  had  been  very  interested  in  these 
cases  of  Dr  Lennie's,  and  the  results  had  certainly  been  good.  The 
difficulty  with  many  of  these  cases  was  that  there  was  a  good  deal  of 
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ploughing  up  of  muscle,  where  hceniorrhage  occurred  not  on  the 
surface  but  in  the  muscle  walls,  so  that  practically  a  large  part  of  the 
uterus  cannot  possibly  contract.  Further,  in  two  of  the  cases  Dr  Lennie 
said  that  the  patient  had  been  sterilised,  and  Professor  Watson 
wondered  if  any  more  time  would  have  been  spent  in  doing  hysterectomy, 
or  whether  the  patient  would  have  experienced  more  shock.  His 
feeling  had  always  been  that  to  perform  a  hysterectomy  involved  less 
loss  of  blood  and  time  than  the  ordinary  stitching  up  followed  by 
sterilisation.  He  considered  that  it  was  a  matter  of  estimating  the 
amount  of  shock  involved  in  the  two  things. 

Dr  Nicholson  said  that  in  severe  cases  of  concealed  hemorrhage 
the  uterus  is  always  quite  inactive — the  reason  that  the  blood  is 
retained  is  because  the  uterus  is  paralysed.  A  sudden  large  haemorrhage 
takes  the  uterus  by  surprise,  and  it  becomes  over-distended,  like  an 
over-blown  rubber  balloon,  sometimes  just  at  the  site  of  the  bleeding. 
The  power  of  contraction  is  then  entirely  lost,  but  the  far  more 
important  property  of  retraction  is  evidently  retained  in  most  cases, 
for  further  distension  of  the  uterus  may  not  occur.  The  view 
commonly  held  that  the  uterine  muscle  is  permanently  paralysed, 
has  become  modified  in  recent  years.  Sometimes  after  a  few  hours' 
rest  the  patient  will  recover  from  the  shock,  and  the  uterus  wall 
recover  from  its  paralysis.  Then  some  external  bleeding  indicates 
that  expulsive  pains  have  begun.  The  case  is  then  treated  as  an 
ordinary  accidental  haemorrhage — by  plugging  or  by  rupture  of  the 
membranes — and  may  end  successfully  for  the  mother.  It  requires 
great  judgment  to  decide  how  long  one  is  entitled  to  wait  in  a  really 
grave  case. 

Dr  Fordycc. — "How  long  would  you  wait?" 

Dr  Nicholson  said  he  would  note  carefully  the  size  of  the  uterus, 
the  pulse-rate,  and  the  patient's  general  condition.  He  was  convinced 
that  to  try  to  stimulate  the  uterus  in  its  paralysed  condition  was 
useless,  and  that  any  attempt  to  hasten  delivery,  such  as  rupture  of 
the  membranes,  might  be  fatal. 

If  things  became  worse  Ctesarean  section  seemed  the  only  safe 
method  of  delivery.  He  was  much  interested  to  learn  that  Dr  Lennie 
had  found  that  uterine  retraction  remained  sufficiently  good,  in  some 
cases  at  least,  to  allow  of  a  successful  conservative  operation. 

Dr  Young  said  he  could  recall  having  seen  two  of  these  cases 
recently — both  in  the  Maternity  Hospital— and  the  problem  in  both, 
instances  was  the  fact  that  the  patient  was  flickering  out  with  intense 
toxremia,  and  that  the  collapsed  state  in  which  she  was  found  was  not 
due  in  any  way  to  the  excessive  loss  of  blood.  In  one  case  the  patient 
actually  died  of  eclampsia  and  that  fact  seems  to  call  for  very  close 
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attention  and  consideration  in  any  procedure  in  regard  to  treatment. 
These  cases  had  ahvays  interested  him  because  they  raised  some 
fascinating  points  in  connection  with  the  etiology  of  toxremias.  One 
knows  that  every  case  of  concealed  accidental  ha;morrhage  is  associated 
with  toxaemia,  and  in  the  great  majority  of  cases  reported  the  toxcTemia 
is  of  a  very  intense  character,  whereas  in  an  accidental  haemorrhage  of 
the  revealed  type  there  was  often  little  toxsemia.  This  suggests  that 
the  concealed  nature  of  the  haemorrhage  has  some  relationship  with 
the  toxoemia.  If  we  accept  the  orthodox  explanation,  i.e.  that  the 
h;-emorrhage  is  a  manifestation  of  the  toxcemia,  we  must  in  logic  admit 
that  a  severe  toxaemia  must  tend  to  make  the  bleeding  concealed.  He 
had  been  struck  by  these  obvious  anomalies  and  had  some  years  ago 
given  reasons  for  the  view  that  the  toxiismia  was  in  reality  secondary  to 
the  haemorrhage.  He  showed  that  in  concealed  cases  there  could  be 
found  a  necrosis  of  the  separated  part  of  the  placenta  and  from  this  he 
believed  a  soluble  and  extremely  potent  poison  was  liberated.  In  one 
such  case  he  had  found  necrosis  affecting  about  half  the  placenta. 
This  case  died  of  eclampsia. 

Dr  Davidson  stated  that  up  to  now  he  would  have  done 
hysterectomy  as  a  matter  of  routine,  but  now  he  would  feel  com- 
pelled to  remove  the  child  first  and  see  if  the  uterus  were  going  to 
contract  or  not. 

The  President  {Dr  Laniond  Lackie)  said  that  in  many  cases  it  was 
extremely  difficult  to  make  up  one's  mind  as  to  what  was  the  best 
treatment  to  follow.  There  was  no  doubt  that  in  some  by  the  time 
one  saw  the  case  the  bleeding  had  probably  stopped,  and  the  question 
arose  whether  it  would  not  be  better  to  try  to  stimulate  the  uterus  by 
pituitrin,  strychnine,  vaginal  plugging,  etc.,  in  the  hope  that  when  the 
condition  of  collapse  passed  off  the  patient  might  go  into  labour,  and 
that  an  abdominal  operation  would  be  obviated.  If,  however,  the 
Cesarean  section  was  done  there  were  still  difficulties,  because  it  was 
impossible  to  know  from  naked  eye  appearances  how  much  damage  had 
been  done  to  the  uterine  wall  and  whether  the  uterus  would  contract 
or  not.  Of  course  if  there  were  haemorrhages  into  the  broad  ligaments 
and  on  the  surface  of  the  uterus,  hysterectomy  was  obviously  the  best 
treatment.  The  classical  C^esarean  section  was  undoubtedly  a  less 
severe  operation  than  hysterectomy,  and  had  the  advantage  of  not 
sterilising  the  patient. 

The  President  said  that  they  were  extremely  indebted  to  Dr  Lennie 
for  coming  from  Glasgow  to  read  his  paper,  and  on  behalf  of  the 
Society  he  thanked  him  sincerely. 

Dr  Lennie  in  reply  said  that  with  regard  to  Dr  Fordyce's  remarks 
as  to  whether  the  uterus  retracted,  he  thought  they  were  all  agreed 
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that  when  the  uterus  is  emptied  by  any  other  method  apart  from 
abdominal  operation  it  generally  retracts  in  the  usual  way.  Why, 
therefore,  would  it  not  retract  because  an  incision  is  made  through 
its  wall? 

Since  preparing  the  notes  of  these  cases  Dr  Lennie  had  had  a  case 
of  concealed  accidental  hemorrhage  which  came  into  the  Maternity 
Hospital.  The  patient  gave  a  history  of  six  months'  pregnancy,  but 
the  height  of  the  uterus  suggested  eight  months.  The  cervix  admitted 
two  fingers  and  the  membranes  were  very  tense.  He  had  ruptured  the 
membranes  in  that  case  and  blood-stained  liquor  amnii  came  away. 
The  uterus  immediately  diminished  in  size  to  about  six  months. 
A  foot  v.-as  grasped  and  brought  down,  and  strangely  enough  the  uterus 
emptied  itself  ten  minutes  later  of  a  six  months'  foetus  which  was 
followed  by  a  large  amount  of  blood-clot.  After  delivery  of  the  placenta, 
the  uterus  remained  well  retracted. 

With  regard  to  Professor  Watson's  remarks,  Dr  Lennie  referred  to 
the  haemorrhages  in  the  uterine  muscle  being  obvious  to  the  naked  eye, 
and  still  the  damage  did  not  prevent  the  uterus  from  retracting.  As 
regards  the  remarks  of  Dr  Nicholson  and  Dr  Lamond  Lackie,  these 
patients  seemed  to  get  progressively  worse  in  spite  of  restorative 
treatment,  and  Dr  Lennie  thought  that  valuable  time  should  not  be  lost, 
but  that  the  uterus  should  be  emptied  at  the  earliest  possible  moment. 
He  also  stated  in  reference  to  what  Dr  Davidson  had  said  that  he  was 
prepared  in  the  circumstances  to  do  hysterectomy  if  deemed  necessary, 
but  the  uterus  had  retracted  right  from  the  start,  and  remained  thus, 
and  in  any  case  he  was  sure  that  if  hysterectomy  had  been  done  the 
patient  would  have  died  on  the  table. 

Dr  Lennie  agreed  with  Dr  Young  that  possibly  the  condition  of 
the  patient  was  not  so  much  due  to  excessive  loss  of  blood  as  to 
toxc^mia  and  considerable  shock.  Certainly  in  some  cases  the  loss  of 
blood  must  be  an  important  factor,  as  the  uterus  is  found  to  be  full  of 
blood  clot,  but  at  the  same  time  such  patients  appear  clinically  different 
from  those  suffering  from  acute  anaemia  due  to  such  conditions  as,  for 
example,  placenta  prasvia. 

A  hjematoma  of  the  broad  ligament  had  been  mentioned  as  an 
indication  for  hysterectomy.  It  seemed,  however,  easier  to  enucleate 
it,  and  there  was  less  danger  and  less  shock  in  splitting  the  peritoneum 
than  in  doing  hysterectomy.  In  the  second  case,  the  peritoneum  had 
ruptured  but  was  stitched,  and  the  patient  made  an  excellent  recovery. 

With  regard  to  the  question  of  sterilisation  being  omitted,  Dr  Lennie 
did  not  know  what  would  happen  in  the  event  of  a  subsequent 
pregnancy.  In  his  case,  unfortunately,  he  could  not  get  a  post-mortem. 
It  would  have  been  interesting  to  find  out  what  regeneration  had  taken 
place  in  the  uterine  muscle.  He  had  not  sterilised  the  patient  because 
she  had  seemed  to  be  so  desperately  ill. 
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A  CASE  OF  FITS  DURING  THE  FOURTH  MONTH 
OF  PREGNANCY  WITHOUT  OTHER  SIGNS  OF 
TOXEMIA.* 

By  W.  F.  THEODORE  HAULTAIN  and  I.  S.  HALL. 

TllL  case  we  bring  to  your  notice  to-night  is  an  unusual  one 
of  fits  occurring  in  a  woman  four  and  a  half  months  pregnant, 
the  origin  of  which  even  after  a  post-mortem  examination  is  in 
our  opinion  obscure.  The  patient  was  a  ii-j^ara,  who  was 
under  the  charge  of  Dr  Matthewson  at  Leith  Hospital,  to  whom 
we  are  indebted  for  permission  for  publication. 

Clinical  Features  by  Dr  I.  S.  Hall. 

History. — The  patient  had  been  ill  for  about  five  days,  complaining 
of  pains  all  over,  but  in  particular  in  her  legs.  She  also  had  been 
vomiting  and  had  suffered  from  some  slight  fainting  attacks.  Her 
doctor  had  been  treating  her  with  salicylates  for  the  pains,  which  he 
naturally  took  to  be  rheumatic  in  origin,  this  opinion  being  apparently 
corroborated  by  a  slight  swelling  of  the  ankles,  which  were  also  tender 
to  pressure.  She  had  had  amenorrhcea  for  four  and  a  half  months 
before  admission.  The  patient  had  always  been  a  healthy  woman,  but 
in  February  1922  she  had  a  miscarriage  in  Colinton  Hospital,  where  she 
was  being  treated  for  influenza. 

The  patient  was  admitted  into  Leith  Hospital  on  nth  October  1922 
in  a  semi-conscious  condition.  vShe  was  drowsy  and  seemed  indifferent 
to  her  surroundings. 

On  Examination  the  pulse  was  90 ;  temperature  normal ;  blood 
pressure  135  mm.  A  systolic  murmur  in  mitral  area.  No  respiratory 
symptoms. 

Alimentary  System. — Tongue  dirty.  On  abdominal  palpation  the 
pregnant  uterus  was  found  with  the  fundus  about  one  inch  below  the 
umbilicus,  being  slightly  larger  than  the  estimated  gestation  period  of 
four  and  a  half  months. 

Urine. — Specific  gravity  1020.  No  abnormal  constituents  found. 
She  had  been  passing  water  freely  and  latterly  unconsciously. 

Nervous  System. — Pupils  pin  point  (morphia  had  been  given  before 
admission).  Babinski  and  ankle  clonus  negative.  Ankle,  biceps,  and 
knee-jerks  slightly  accentuated. 

Genital  System. — Per  vaginam  all  that  could  be  found  was  a 
pregnant  uterus,  the  cervix  being  closed. 

About  two  hours  after  admission  the  patient  became  irritable  when 
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she  was  touched  and  cried  out  if  the  eyelids  were  moved.  An  hour 
later  a  definite  Kernig's  sign  was  present  and  head  retraction  was 
marked ;  there  seeming  to  be  a  general  stiffening  of  the  whole  back. 
The  pulse  was  then  96  and  the  temperature  normal.  A  lumbar 
puncture  was  done  and  a  clear  fluid  obtained  under  slight  pressure. 
No  organisms  or  abnormal  cells  were  found  microscopically  after 
centrifuging.  Just  after  the  puncture  the  patient  gave  a  cry  and  went 
into  a  short  clonic  spasm  followed  by  a  tonic  spasm,  the  whole  lasting 
about  two  minutes.  This  fit  was  followed  by  four  others  in  the  space 
of  two  hours  and  a  nurse  reported  that  she  had  had  two  milder  fits  half 
an  hour  before  the  lumbar  puncture  was  done.  Morphia  l  gr.  was 
given  which  controlled  the  fits.  The  patient  went  downhill  rapidly, 
the  temperature  rising  to  103°  F.,  and  respirations  to  38  before  death 
occurred  about  fourteen  hours  after  admission. 

Post-mortem  Examination  by  Dr  Andre-w  Rutherford. 

Heart. — Normal  except  for  mitral  valve  which  was  enlarged. 
Lungs.  —  Normal.  Liver.  —  Showed  small  points  of  hcemorrhage 
through  substance  and  under  capsule.  Kidney. — Toxa^mic  appear- 
ances, but  no  definite  pathological  change.  Spleen.  —  Toxjemic 
changes.  Uterus. — Pregnant,  but  nothing  abnormal.  Placenta. — 
Some  small  white  infarcts.  Brain  and  Meninges. — No  meningitis. 
No  haemorrhage.  No  excess  of  fluid  or  distension  of  ventricles.  No 
lesion  was  discovered  either  macroscopically  or  microscopically. 

Dr  Rutherford  gave  it  as  his  opinion  that  the  changes  present  were 
consistent  with  the  effects  produced  by  a  toxaemia  of  pregnancy. 

Comment  by  W.  P.   Theodore  Haultain. 

The  question  that  had  to  be  decided  after  the  patient's 
admission  was :  "  Is  this  a  case  of  eclampsia  or  is  it  a 
meningitis  of  some  form  ? "  And  now  even  after  the  post- 
mortem examination  and  report  I  am  extremely  loathe  to 
admit  that  it  was  an  eclampsia.  When  I  saw  the  patient 
about  seven  hours  after  admission  she  had  passed  plenty 
of  urine,  which  was  entirely  free  from  albumen,  her  blood 
pressure  was  only  125  mm.,  she  had  a  definite  Kernig  and 
head  retraction,  all  of  which  signs  caused  me  to  give  as 
my  opinion  that  the  condition  was  not  connected  with  her 
pregnancy,  but  was  a  meningitis  of  some  sort,  with  which 
opinion  I  think  Dr  Matthewson  concurred,  and  yet  at  the 
post-mortem  examination  no  pathological  lesion  of  the  brain 
or  meninges  was  found,  and  Dr  Rutherford  reports  that  the 
condition  found  could  be  explained  by  a  toxaemia  of  pregnancy. 
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Another  question  that  has  arisen  after  the  post-mortem 
findings  is :  Had  the  condition  been  diagnosed  as  eclampsia, 
what  was  the  right  procedure  in  such  a  case?  Was  the  best 
treatment  to  try  to  control  the  fits  with  morphia,  as  we  did, 
until  the  patient  was  in  a  better  condition  for  induction  of 
abortion,  or  should  a  vaginal  hysterotomy  have  been  performed. 
A  mere  induction  of  abortion  by  packing  or  by  bougies  would 
have  been  useless  in  my  opinion  as  the  patient  was  nearly 
certain  to  die  before  abortion  occurred.  Yet  again  she  was  in 
such  a  low  state  that  an  operation  such  as  vaginal  hysterotomy 
would  undoubtedly  have  caused  her  death  on  the  table. 

The  case  was  a  most  interesting  one,  and  I  would  be  deeply 
indebted  to  the  Fellows  of  this  Society  if  they  would  give  their 
opinions  regarding  these  two  questions  as  both  the  cause  of  the 
fits  and  their  treatment  in  such  a  case  seem  to  afford  scope  for 
controversy. 

Discussion. 

Dr  Fordyce  said  that  he  had  a  patient  in  the  Maternity  Hospital 
the  other  day  who  was  perfectly  well  ten  days  after  delivery  when  she 
became  suddenly  unconscious  and  died.  Two  skilled  pathologists 
examined  every  organ  and  could  find  nothing  the  matter.  One  was 
always  inclined  to  think  that  there  could  be  no  case  of  eclampsia 
where  there  was  no  albumen  in  the  urine. 

Professor  Watsoti  said  that  the  only  conclusion  one  could  come  to 
as  to  the  cause  of  death  was  that  it  was  due  to  toxaemia.  ])r  Haultain 
had  described  the  naked  eye  appearance  of  the  liver — having  no 
microscopical  sections — and  the  naked  eye  description  corresponded 
very  closely  to  what  one  found  in  these  toxaemias.  Professor  Watson 
thought  that  in  the  absence  of  any  other  findings  the  conclusion  must 
be  that  it  was  a  toxaemic  case  probably  directly  associated  with 
pregnancy,  but  of  course  a  microscopical  examination  of  the  liver 
would  have  thrown  considerable  light  on  that.  He  recalled  one  case 
of  definite  eclampsia  occurring  at  the  fifth  month  of  pregnancy  where 
he  did  a  vaginal  hysterotomy  and  emptied  the  uterus.  She  had  definite 
eclamptic  fits.  It  was  the  earliest  case  of  eclamptic  toxaemia  which 
he  had  seen  and  he  thought  it  corresponded  very  closely  with  Dr 
Haultain's.     In  his  case  the  patient  recovered. 

Dr  Nicholson  said  he  was  inclined  to  think  that  some  intercurrent 
medical  disease  was  present  in  the  case  described  by  Dr  Haultain. 
Such  an  extraordinary  disease  as-  lethargic  encephalitis,  according  to 
the  part  of  the  cerebro-spinal  tract  affected,  could  mimic  almost  any 
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pathological  condition.  He  thought  Kernig's  sign  was  a  striking 
feature  of  the  case,  and  convulsions  might  quite  well  occur  in 
encephalitis.  He  did  not  think  the  fits  were  the  result  of  a  true 
eclamptic  toxsemia. 

Dr  Le?inie  said  it  was  interesting  to  hear  of  a  case  so  early,  as  one 
usually  associated  antepartum  eclampsia  with  the  seventh  or  eighth 
month  of  pregnancy,  although  as  a  matter  of  fact  he  had  seen  an 
interesting  case  in  Glasgow  a  few  days  previously,  that  of  a  young 
girl  aged  17 — a  primipara — barely  six  months  pregnant,  who  had  had 
twelve  fits  before  admission  to  hospital.  She  died,  and  she  undoubtedly 
showed  all  the  clinical  symptoms  of  eclampsia.  A  post-mortem  was 
not  sanctioned. 

D?'  Haultain  in  reply  said  that  Dr  Rutherford  had  made  sections 
of  the  brain  and  reported  that  there  was  no  evidence  of  encephalitis 
lethargica.  Dr  Haultain  asked  Professor  Watson  if  he  meant  toxsemia 
of  eclampsia,  or  was  there  any  other  toxcemia  which  caused  fits? 

Professor  Watson  added  that  he  had  seen  cases  without  albuminuria 
but  there  was  very  intense  liver  lesion,  the  kidney  being  separated 
from  the  liver  condition. 

T/ie  President  expressed  the  indebtedness  of  the  Society  to  Dr 
Haultain  for  his  interesting  record  of  the  case. 
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Meeting — i3tli  June  1923. 

C.  D.  Lochrane,  M.D.,  F.R.C.S.,  Derby,  and  Hubert  J.  Jacobs, 
M.B.,  Ch.B.  (Med.),  D.G.O.  (Dublin),  Edinburgh,  were  elected  Ordinary 
Fellows. 

EXHIBITION  OF  SPECIMENS. 

Professor  B.  P.  Watson  showed  (i)  a  specimen  of  Cancer  of  the 
Cervix — Pregnant  Uterus. — Mrs  M'C,  aged  41,  viii.-para,  admitted 
to  Ward  34,  27th  April  1923.  Co/iip/aini. — Haemorrhage  continuously 
for  two  years. 

History. — Two  and  a  half  years  ago  patient  was  operated  upon  for 
retroversion  of  the  uterus,  Gilliam  operation  having  been  done.  Felt 
perfectly  well  for  about  three  months,  and  then  began  having  pain  in 
the  right  iliac  fossa.  Then  two  years  ago  began  to  having  bleeding 
from  the  vagina :  this  has  been  more  or  less  constantly  present  since 
then.  She  could  always  recognise  her  periods  by  the  increased  loss  at 
those  times.  The  last  occasion  on  which  she  could  identify  a  period 
was  at  the  end  of  December  1922,  but  the  constant  slight  loss  has 
continued  since.  Three  weeks  before  admission  to  the  hospital  she 
had  a  profuse  flooding,  for  which  she  had  to  stay  in  bed  for  a  fortnight. 
For  two  years  there  has  been  pain  in  the  left  iliac  fossa.  For  six  months 
a  yellow,  foul-smelling  discharge  has  been  present  in  the  short  intervals 
between  the  bleeding.  The  patient  believed  herself  to  be  pregnant, 
having  had  slight  nausea  till  within  two  weeks  of  her  admission  to 
hospital.  Previous  pregnancies  8 — first  twenty-two  years  ago  and  the 
last  six  years  ago. 

Examination. — On  abdominal  examination  swelling  could  be  felt 
just  above  the  pubis. 

On  bi-manual  this  was  found  to  be  the  uterus  enlarged,  soft,  and 
the  size  of  a  three  and  a  half  months'  pregnancy.  The  posterior  lip  of 
the  cervix  felt  soft :  bled  very  easily  on  examination,  but  was  not 
friable.  The  cervical  canal  was  apparently  healthy;  the  margin  of 
this  reddened  area  on  the  posterior  lip  was  hard  and  indurated  where 
it  abutted  against  the  posterior  vaginal  wall.  A  piece  of  tissue  was 
excised  from  this  area  and  examined  microscopally :  proved  to  be  a 
squamous-celled  carcinoma. 

Operation^  \th  May  1923. — The  patient  was  first  placed  in  the 
lithotomy  position.  Iodine  applied  to  the  vagina  and  cervix,  and  the 
vagina  packed  with  gauze.  The  abdomen  was  then  opened  by 
incision  in  the  middle  line,  and  the  uterus  and  cervix,  together  with 
tubes  and  ovaries,  removed  by  the  Wertheim  technique.  The  ureters 
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were  isolated,  and  the  uterine  vessels  ligated  well  outside  them. 
Paravaginal  tissue  divided  at  the  sides  and  the  utero-sacral  ligaments 
posteriorly.  A  long  cuff  of  vagina  was  thus  pulled  up,  which  was 
clamped  across  and  divided.  The  iliac  vessels  were  exposed  and 
glands  were  searched  for,  but  none  found.  The  vagina  and  peritoneum 
were  closed  in  the  usual  way  and  the  abdominal  wound  sutured. 

Patient  made  an  uninterrupted  recovery,  and  was  discharged  to  the 
convalescent  home  on  the  ist  June  1923. 

Specime?}. — Note  the  amount  of  cellular  tissue  of  the  broad 
ligaments  removed  and  the  long  wide  cuff  of  vagina. 

Second  case  of  cancer  of  cervix  during  pregnancy  in  six  months. 
Previous  specimen  shown  to  Society. 

(2)  Cancer  of  the  Body  of  a  Uterus  -with  Fibroid  Tumours  : 
Secondary  Invasion  of  Lumbar  Glands.— Mrs  D.,  aged  55, 
admitted  to  ward  34,  i6th  April  1923.  Complaint. — Haemorrhage 
eighteen  months. 

History. — She  had  one  miscarriage  thirty-one  years  ago — no  other 
pregnancies.  Till  August  1921,  she  had  been  perfectly  well  and  periods 
regular.  At  that  time  she  began  having  bleeding  almost  continuously 
— sometimes  a  mere  trace,  at  others  moderately  copious.  This  has 
continued  for  the  last  eighteen  months.  She  has  not  lost  weight. 
Backache  for  the  past  three  months  — worse  at  night;  also  pain  in 
both  iliac  fossae,  shooting  down  the  front  of  the  legs. 

Fainih  History.  —  Mother  died  44 — Cancer  of  the  liver. 

Examination. — On  pelvic  examination  cervix  nulliparous,  uterus 
enlarged  about  the  size  of  a  cocoa-nut,  hard,  irregular  in  outline. 

Diagnosis. — Uterine  fibroid  :  possibility  of  malignant  endometrium. 

Circulatory  System.- — -Systolic  and  diastolic  murmurs  at  the  apex, 
some  breathlessness  on  examination.     Blood  pressure — 160  systolic. 

Respiratory  System. — Impairment  of  percussion  at  the  right  apex — - 
whistling  rhonchi  all  over  the  chest. 

Ope?'ation  2\st  April  1925. — Patient  was  first  put  in  the  lithotomy 
position  and  cervix  dilated.  Curettage  performed — large  quantity  of 
obviously  malignant  tissue  removed.  The  abdomen  was  then  opened 
and  a  pan-hysterotomy  performed  with  considerable  difficulty.  There 
were  multiple  fibroids  in  the  uterus,  one  of  which  was  retroperitoneal. 
After  operation  patient  had  very  excessive  vomiting,  and  stomach  had 
to  be  washed  out  several  times.  The  bowels  had  moved  well,  but  four 
days  after  operation  she  became  very  distended  and  cyanosed.  Her 
pulse  gradually  weakened,  and  she  died  on  the  25th — five  days  after 
operation.  Temperature  rose  to  99.2  on  the  second  day,  but  there- 
after remained  normal,   or  subnormal,  till  she  died. 

Post-mortem  was  obtained. — Lungs  showed  emphysema  and  oedema, 
with  congestion  of  the  lower  lobes.     Heart  normal  in  size  and  shape — 
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subpericardial  fat  increased ;  myocardium  pale  in  coIour>  valves  normal. 
Coronary  vessels  slightly  thickened  and  unduly  tortuous.  Abdomen — 
small  amount  of  serous  fluid,  liver  very  i)ale  yellow  in  colour  owing  to 
extensive  fatted  change.  Kidneys  slightly  enlarged — very  pale  yellow 
in  colour.  Spleen  normal.  Stomach  and  intestines,  very  slight 
congestion,  but  no  evidence  of  peritonitis.  Enlarged  lymphatic  gland 
in  front  of  the  aorta  about  one  inch  above  its  bifurcation,  shozved,  on 
section,  defitiite  carcifionia. 

Death  was  evidently  due  to  cardiac  failure,  secondary  to  fatty 
degeneration,  with  probably  a  degree  of  acidosis  superadded.  It  is 
interesting  to  note  that  there  was  extension  of  the  disease  to  the 
lumbar  lymphatics. 

Dr  Davidson  showed  (i)  four  specimens  of  Carcinoma  of  the 
Cervix  removed  by  the  Wertheim  method.  He  said  there  was 
nothing  very  unusual  in  the  cases,  which  were  of  the  usual  adeno- 
carcinomatous  type  in  women  past  the  menopause,  but  it  was  unusual 
to  find  many  operable  cases,  and  these  four  had  come  under  his 
notice  in  the  space  of  one  week. 

(2)  He  showed  in  addition  a  specimen  of  Ovarian  Cyst.  His 
reason  for  bringing  it  before  the  notice  of  the  Society  was  its  unusual 
size.  Nowadays  large  cysts  were  uncommon,  and  he  ventured  to 
think  this  must  be  one  of  the  largest  removed  in  Britain  within  recent 
years.  The  patient  was  a  married,  nulliparous  woman,  aged  52. 
She  first  noticed  slight  abdominal  swelling  ten  years  ago  which 
had  gradually  increased.  On  admission  to  hospital  she  measured 
63  in.  round  the  umbilical  region,  and  33  in.  from  xiphisternum  to 
symphysis  pubis.  After  preliminary  tapping  the  growth  was  removed, 
and  it  was  found  that  the  total  quantity  of  fluid  was  84  pints,  and 
the  weight  of  fluid  and  cyst  wall  amounted  to  116  lb. 

Her  convalescence  has  been  so  far  uneventful,  but  there  has  been 
no  opportunity  to  weigh  the  patient  since  removal  of  the  tumour. 

Dr  Haig  Ferguson  said  that  the  largest  cyst  he  had  seen  was  the 
one  which  the  President  had  mentioned,  i.e..  Sir  Halliday  Groom's. 
He  heartily  congratulated  Dr  Davidson  on  the  way  he  had  handled 
the  case.  The  woman  was  in  a  very  serious  condition  when  he 
saw  her,  but  the  treatment  had  been  eminently  successful,  and  had 
fully  justified  Dr  Davidson  in  the  course  he  had  pursued. 

The  President  {Dr  Lamoiid  Lackie)  said  that  this  was  a  most 
interesting  tumour,  and  was  no  doubt  the  heaviest  which  had  ever 
been  shown  at  this  Society.  Twenty-five  years  ago  he  had  assisted 
Sir  Halliday  Croom  to  remove  an  ovarian  tumour  which  weighed 
80  lb.,  but  Dr  Davidson's  far  exceeded  that. 

119 


THE    FAILED    FORCEPS    CASE    AND    ITS 
TREATMENT.* 

By  DAVID  SHANNON,  M.B. 

Lecturer  and  Examiner  in  Clinical  Obstetrics,  University  of  Glasgow ; 
Hon.  Surgeon,  Royal  Maternity  and  Women's  Hospital,  Glasgow  ; 
Hon.  Surgeon,  Royal  Samaritan  Hospital  for  Women,  Glasgow. 

I  MUST  confess  that  I  felt  grieved  the  other  day  when  I  read 
in  the  public  press  that  a  committee,  composed  of  some  of  our 
eminent  obstetricians,  public  health  officials,  and  some  ladies, 
had  been  constituted  for  the  purpose  of  enquiring  into  the 
causes  of  the  mortality  and  morbidity  following  child-birth.  It 
is  indeed  a  humiliating  thought  that  such  a  procedure  should 
be  necessary — that  our  art  should  be  brought,  so  to  speak,  before 
the  bar  of  public  enquiry,  and  our  failures  investigated  before 
the  public  gaze.  As  an  obstetrician  I  blush,  because  I  am 
well  aware  that  such  an  enquiry  is  necessary.  The  number 
of  women  who  lose  their  lives  or  health  in  the  present  day, 
when  carrying  out  their  noblest  function,  justifies,  to  my  mind, 
the  enquiry  to  which   I   refer. 

Therefore,  I  feel  it  is  the  duty  of  us,  as  obstetricians,  to  help 
such  a  committee,  by  ourselves  endeavouring  to  determine 
some  of  the  causes  of  the  present-day  state  of  the  practice  of 
obstetrics,  in  order  to  bring  our  art  to  the  high  and  efficient 
level  that  we  find  general  surgery  occupying  to-day.  It  is 
with  this  motive  in  my  mind  that  I  have  written  this  short 
paper. 

By  a  failed  forceps  case,  I  mean  a  case  in  which  forceps 
have  been  applied  and  efforts  made  at  extraction  without  the 
desired  result.  Such  cases,  in  my  experience,  are  not  un- 
common. The  obstetrical  consultant  meets  them  in  his  private 
practice,  but  more  commonly  in  the  wards  of  the  maternity 
hospital.  They  are  trying  cases,  and  demand  from  those  of 
us  who  are  called  upon  to  treat  them  the  greatest  amount  of 
judgment  and  skill,  because  in  most  of  them  the  lives  of  the 
mother  and  her  infant  are  in  great  danger. 

Reviewing  a  series  of  cases  treated  by  myself  and  my 
assistants  I  find  that  out  of  272c  full-term  deliveries  no  fewer 
than  70,  or  2-6  per  cent.,  came  under  this  category.  A  more 
detailed  analysis  furnishes  us  with   the  causes  of  the   dystocia 

*  Read  13th  June  1923. 
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in  the  majority  of  them,  and  also  the  reasons  why  the  operation 
was  not  successful. 

The  commonest  cause  of  the  dystocia  in  my  series  of  cases 
was  contracted  pelvis,  which  was  found  in  varying  degree  in 
52  per  cent. — not  an  uncommon  state'  of  affairs  in  Glasgow. 
The  pelves  were  of  the  flat  rhachitic  and  generally  contracted 
types  showing  true  conjugates  varying  from  3  in.  to  3I  in. 
Most  of  these  patients  showed  distinct  signs  of  pelvic 
deformity,  sufficient  in  themselves  to  warn  the  practitioner  in 
charge  that  the  labour  would  be  a  difficult  one. 

Amongst  the  multiparae,  the  previous  obstetrical  histories 
showed  that  difficulties  had  been  experienced  in  former  labours, 
and  in  many  of  them  the  operation  of  craniotomy  had  been 
performed  on  one  or  more  occasions.  On  investigation,  I 
found  that  the  great  majority  of  these  patients  had  never  been 
examined  before  the  onset  of  labour.  Many  of  them  came 
into  the  hospital  with  a  history  of  having  been  in  labour  only 
for  a  few^  hours,  and  all  of  them  had  had  forceps  applied  on 
more  than  one  occasion.  A  proportion  of  them  was  com- 
plicated by  a  prolapse  of  the  umbilical  cord.  Some  of  these 
women  arrived  in  hospital  in  a  good  condition  physically,  except 
for  lacerations  of  the  soft  parts  ;  but,  unfortunately,  there  were 
others  who  were  so  ill  that  they  died  within  a  few  hours  of 
admission. 

The  next  common  cause  I  found  to  be  the  occipito-posterior 
position  of  the  vertex.  These  cases  were  admitted  with  the 
history  of  forceps  having  been  applied  several  times  without 
success,  and,  like  some  of  those  in  the  contracted  pelvis  group, 
showed  lacerations  of  the  soft  parts,  sometimes  even  to  rupture 
of  the  lower  uterine  ligament. 

On  vaginal  examination  the  position  of  the  occiput  varied. 
In  some  it  lay  in  its  original  position  ;  in  others  it  was  in  the 
process  of  rotation,  while  in  a  very  few  it  had  rotated  posteriorly. 
In  few  of  these  cases  was  the  pelvis  deformed,  and  the  infant 
in  most  of  them  was  of  normal  dimensions.  In  two  cases 
the  instruments  had  been  applied  in  brow  presentations,  and 
in  one  to  a  face  presentation,  lying  mento-posterior. 

In  five  per  cent,  of  cases  it  was  found  that  the  child  was 
unduly  large,  probably  due  to  post-maturity,  as  each  patient  in 
this  group  stated  that  the  full  period  of  gestation  had  been 
passed  by  a  few  weeks. 

There  is  another  group  in  which  the  presence  of  a  retraction 
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ring  was  the  cause  of  the  dystocia.  These  last,  of  course,  are 
difficult  cases,  because  it  is  usually  only  after  the  difficulty 
experienced  in  applying  forceps,  or  the  complete  failure  to  apply 
them,  that  suspicions  are  aroused  as  to  the  nature  of  the  case. 

The  history  of  such  cases  is  as  follows  : — 

The  patient  has  usually  a  normal  pelvis  and  goes  into  labour 
in  a  normal  way.  The  os  dilates  well,  and  labour  pains  are 
quite  satisfactory.  Examination  of  the  patient  after  she  has 
been  in  the  second  stage  of  labour  for  some  hours  shows  that 
no  progress  is  being  made.  Forceps  are  then  applied,  and  after 
long  and  very  careful  efforts  at  extraction  no  result  is  obtained. 
It  is  only  then  that  the  cause  of  delay  is  suspected,  and  only 
in  passing  a  hand  into  the  uterus  to  investigate  is  the  true 
cause  revealed. 

Yet  another  group  of  cases  shouted  no  cause  for  the  applica- 
tion and  failure  of  forceps.  Possibly,  at  an  earlier  stage  of 
labour,  these  were  occipito-posterior  cases,  and  before  admission 
internal  rotation  had  been  completed.  Or,  again,  the  cause  of 
the  difficulty  might  have  been  a  retraction  ring  which  had 
disappeared  between  the  time  the  forceps  failed  and  the  patient's 
admission  to  hospital  owing  to  the  prolonged  anaesthesia. 

In  this  group  also  I  have  noticed  cases  in  which  efforts  at 
extraction  by  forceps  diminished  the  size  of  the  diameters  of  the 
foetal  head  by  forcible  moulding,  sufficient  to  allow  it  to  enter 
the  brim  of  the  pelvis,  but  not  enough  to  ensure  delivery.  In 
the  interval  between  the  failure  of  the  operation  and  the 
patient's  admission  to  hospital  nature  took  the  matter  in  hand, 
and  by  means  of  strong  uterine  action  the  foetal  head  was 
moulded  to  such  an  extent  that  it  passed  on  to  the  perineum. 
This  has  been  observed  in  cases  of  slight  pelvic  deformity  and 
in  the  post-mature  child. 

One  may  meet  other  causes  to  account  for  the  delay  in  this 
type  of  case,  but  those  mentioned  are,  I  think,  amongst  the 
most  common. 

The  aftermath  of  these  cases  is  a  sad  one.  I  know  of  few 
obstetrical  emergencies  in  which  the  patient's  life  and  future 
health  are  in  greater  danger.  Five  mothers,  or  7  per  cent,  of 
these  cases,  died  as  a  result  of  the  operation,  Four  of  them 
died  of  sepsis,  and  one  from  shock  and  haemorrhage  following  a 
rupture  of  the  lower  uterine  segment.  The  latter  was  a  woman 
of  34  years  of  age  and  a  primipara.  She  was  admitted  in  a 
moribund  condition.     Her  vagina  was  literally  torn  to  shreds, 
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and  her  cervix  was  so  badly  lacerated  that  the  tear  extended 
into  the  lower  segment  of  the  uterus  and  caused  a  large 
haematoma  in  the  broad  ligament.  She  was  too  ill  to  be 
operated  upon,  and  she  died  undelivered.  The  others  came  into 
hospital  infected,  and  died  from  acute  sepsis  within  a  few  days. 

Fifty  per  cent,  of  those  operated  upon  developed  tempera- 
tures in  the  puerperium  and  some  of  them  became  intensely 
ill.  One  of  them,  for  example,  who  had  a  contracted  pelvis, 
was  admitted  to  hospital  with  a  large  tear  in  the  cervix 
and  vagina  and  developed  a  phlegmasia  alba  dolens.  She 
remained  in  the  hospital  for  sixty  days.  Others  in  this  group 
were  resident  in  the  institution  for  twenty  and  thirty  days. 

Those  patients  who  become  septic,  though  they  leave  the 
hospital  feeling  comparatively  well,  are  all  in  a  very  feeble  state 
of  health,  and  some  of  them  whom  I  have  seen  months  after  the 
operation  are  still  invalids.  Not  only  does  sepsis  cause  a 
great  deal  of  suffering  and  ill-health  amongst  those  women,  but 
the  results,  immediate  and  late,  of  the  great  amount  of  tearing 
of  the  soft  parts  are  very  terrible.  I  know  of  one  who  has  a 
vesico-vaginal  fistula  who  has  been  operated  upon  several 
times  without  success.  Two  of  these  cases  had  rupture  of 
the  symphysis  pubis  with  the  usual  lacerations  of  the  vaginal 
and  bladder  walls.  Happily,  in  one  case,  the  wound  healed 
spontaneously.  Two  cases  had  rupture  of  the  uterus.  One 
became  insane  on  account  of  the  sepsis  following  the  operation. 
In  all,  without  exception,  lacerations  of  the  soft  parts  were 
present.  These  women,  sooner  or  later,  seek  advice  and 
treatment  for  their  ailments  at  our  gynaecological  clinics. 

The  mortality  amongst  the  infants  also  was  very  high — no 
fewer  than  60  per  cent,  were  still-born.  No  doubt  some  of  them 
were  sacrificed  on  account  of  the  serious  condition  of  the  mother, 
but  in  these  days  this  should  not  have  been  necessary. 

This  is  indeed  a  very  terrible  story,  and,  in  my  opinion,  does 
not  reflect  any  credit  on  our  art.  I  have  given  you  my  observa- 
tions of  the  cases  under  discussion,  and  I  feel  sure  that  you  will 
agree  with  me  that  things  are  not  w^ell  in  obstetrics  when  such 
mortality  and  morbidity  follow  the  operation  of  failed  forceps. 

I  am  aware  of  the  dangers  of  a  labour  complicated  by  a 
contracted  pelvis,  and  I  know  the  difficulties  of  the  occipito- 
posterior  case,  but  I  know  also  that  no  such  mortality  and 
morbidity  should  follow  the  treatment  of  them.  The  fault,  I  am 
afraid,  does  not  lie  with  the  cause  of  the  dystocia,  so  much  as 
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with  the  judgment  of  the  practitioner  who  operated  in  the  first 
instance. 

Two  types  of  contracted  pelvis  cases  may  be  quoted  to 
iUustrate  my  meaning.  A  patient  was  admitted  to  the  maternity 
hospital  with  a  slightly  contracted  pelvis  in  which  the  foetal 
head,  when  forced  downwards,  would  not  enter.  There  was  a 
little  overlapping  at  the  symphysis  pubis.  The  os  was  nearly 
fully  dilated  when  forceps  were  applied,  and  efforts  made  at 
extraction.  In  this  case  there  had  been  no  second  stage  of 
labour,  and  therefore  no  diminution  of  the  diameters  of  the 
foetal  head  by  moulding — nature  had  not  been  given  a  chance. 
Forceps,  naturall)\  failed  to  deliver,  and  the  patient  was  sent  into 
hospital  with  the  soft  parts  badly  lacerated  and  possibly  infected. 

On  admission,  the  relative  size  of  foetal  head  and  pelvic  brim 
was  accurately  determined.  The  disproportion  was  found  to  be 
of  small  degree,  and  as  the  forces  of  labour  were  efficient  the 
case  was  left  to  nature,  and  a  spontaneous  delivery  was  the 
result. 

It  is,  in  cases  of  this  kind,  the  too  early  application  of 
forceps  that  is  the  cause  of  their  failure  to  deliver.  The  patients 
do  not  have  the  benefits  of  a  good,  long  second  stage.  In  my 
experience  of  deformed  pelves  I  have  often  been  surprised  at  the 
amount  of  disproportion  between  the  foetal  head  and  the  brim 
of  the  pelvis  that  can  be  overcome  by  the  forces  of  labour,  and 
if  nature  were  not  handicapped  by  too  early  interference  less 
mortality  and  morbidity  would  follow  the  operation  of  forceps. 

In  cases  of  this  type  I  have  kept  patients  in  the  second  stage 
of  labour  for  six,  eight  and  twelve  hours  without  harm  to 
themselves  or  infants,  and  in  the  majority  of  cases  was  rewarded 
by  a  spontaneous  birth  or  a  low  forceps  delivery. 

The  second  type  is  more  serious.  Examination,  on  admis- 
sion, shows  that  the  disproportion  between  the  foetal  head  and 
the  pelvic  brim  is  so  marked  that  a  birth  per  vias  naturales  is 
impossible.  I  have  often  wondered  in  some  of  these  cases 
how  it  was  possible  to  apply  the  instruments  at  all,  as  the 
pelvis  was  so  deformed.  The  misuse  of  forceps  under  these 
circumstances  is  a  very  serious  matter  for  the  mother  and  her 
infant.  When  efforts  at  extraction  are  made  in  these  cases, 
and  too  often  with  a  force  that  is  absolutely  unnecessary  and 
unwarranted,  the  blades  slip  and  cause  the  most  serious 
damage. 

It  is  my  opinion  that  a  patient  whose  labour  is  complicated 
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by  a  contracted  pelvis  should  ^ive  little  trouble,  provided  that 
a  preliminary  examination  be  carried  out  two  or  three  weeks 
before  the  onset  of  labour  in  order  that  a  definite  diagnosis 
be  arrived  at.  If  this  were  done,  as  a  routine,  the  failed  forceps 
cases  would  diminish  greatly  in  number  and  much  suffering 
would  be  prevented.  Without  actual  examination  of  the  pelvis, 
much  information,  sufficient  certainly  to  arouse  suspicion  as 
to  the  nature  of  the  case,  could  be  obtained  by  close  observation 
of  the  patient  herself 

The  mere  fact  that  the  head  of  the  child  is  not  fixed  in 
the  pelvic  brim  in  a  primiparous  case  at  this  time  is  enough 
to  put  the  practitioner  on  his  guard.  A  pendulous  abdomen 
in  a  primipara,  the  presence  of  bony  deformities  due  to  rickets, 
or  the  close  study  of  the  past  obstetrical  histories  in  muciparous 
cases  are  good  indications  that  trouble  lies  ahead.  If,  by  these 
means,  the  suspicions  of  the  practitioner  are  aroused,  then  he 
should  make  certain  by  examining  the  pelvis  itself  and  ascer- 
tain from  the  point  of  view  of  treatment  the  size  of  the  foetal 
head  relative  to  the  pelvic  brim.  It  is  quite  unscientific  for 
anyone  to  apply  forceps  in  these  cases  until  one  knows  the 
real  cause  of  the  obstruction  and  the  possible  success  of  the 
operation  that  is  being  undertaken.  The  forceps  operation 
is  a  dangerous  one  under  such  circumstances,  and  sometimes 
is  the  means  of  converting  a  case  that  should  prove  simple 
into  one  with  as  grave  an  outlook  as  any  other  acute  surgical 
abdominal  condition. 

With  these  cases  in  which  the  occiput  lies  posterior  the 
same  want  of  judgment  is  often  seen.  As  I  have  said  before, 
in  many  of  them  examination  showed  that  time  had  not  been 
allowed  for  anterior  rotation  of  the  occiput  to  take  place. 
Forceps  are  frequently  applied  too  early  in  this  type  of  case, 
in  some  even  before  completion  of  the  first  stage  of  labour.  It 
is  a  well-known  fact  that  the  occipito-posterior  case  requires 
a  long  second  stage  for  its  rectification  and  completion, 
and,  naturally,  should  interference  be  instituted  too  early,  a 
failed  forceps  case  is  often  the  result,  accompanied  by  marked 
lacerations  of  the  parts  and  sometimes  even  by  death  of  the 
patient. 

As  in  many  other  obstetrical  conditions,  the  exercise  of 
patience  is  a  virtue,  and  if  only  nature  were  given  a  chance 
to  play  her  part  and  forceps  were  applied  only  when  the 
indications   for   the   operation    became   definite,   many   of    the 

125 


David   Shannon 

terrors  of  the  occipito-posterior  case  would  disappear  and  much 
suffering  would  be  avoided.  With  these  cases  in  which  the 
occiput  rotates  posteriorly  one  has  often  no  option  but  to 
deliver  by  forceps,  and  if  the  operation  is  performed  in  a 
careful  manner  serious  damage  to  the  soft  parts  can  be  pre- 
vented to  a  great  extent.  I  have  found,  also,  that  forceps  are 
applied  to  occipito-posterior  positions  of  the  vertex  without 
a  definite  diagnosis  having  been  arrived  at.  This,  as  I  said 
before,  is  unscientific,  and  should  never  be  done. 

This  diagnosis  is  often,  of  course,  very  difficult,  especially  in 
those  instances  in  which  a  large  caput  succedaneum  has  formed, 
and  under  these  circumstances  it  is  wise,  in  my  opinion,  to 
make  sure  of  the  position  by  passing  the  gloved  hand  into  the 
vagina  or  uterus.  I  have  never  found  any  ill  effects  follow 
this  procedure. 

As  in  other  presentations  external  manipulations  before  the 
onset  of  labour  are  often  the  means  of  rectifying  the  occipito- 
posterior  position  of  the  vertex  and  should  be  tried  in  every 
case. 

The  application  of  forceps  to  a  brow  presentation  is,  of 
course,  a  great  mistake,  and  can  only  be  followed  by  failure  to 
say  nothing  of  the  damage  caused  to  the  tissues  of  the  vagina 
and  cervix. 

Again,  failure  of  the  operation  would  be  avoided  if  a 
diagnosis  had  been  made  beforehand,  and  in  this  instance,  also, 
less  damage  would  be  wrought  by  inserting  the  hand  into  the 
uterus  and  making  certain  of  the  presentation  than  by  the 
failure  of  the  forceps  to  deliver. 

In  that  group  in  which  a  retraction  ring  is  the  cause  of 
dystocia  it  is  well  for  all  concerned  that  the  abnormal  condition 
should  be  recognised  at  as  early  a  stage  of  the  labour  as  possible. 
Its  presence  is  revealed  by  few  signs  or  symptoms,  and  it  is 
only  by  a  process  of  exclusion  that  it  is  suspected.  A  labour, 
making  no  progress  in  a  case  in  which  the  pelvis  is  normal,  the 
foetus  of  the  proper  size  and  in  normal  position,  and  the  forces 
of  labour  efficient,  always  suggest,  to  my  mind,  the  possibility  of 
this  complication.  I  have  endeavoured  in  many  of  these  cases 
to  feel  the  ring  by  abdominal  palpation,  but  I  am  not  certain 
even  yet  that  I  have  succeeded  in  doing  so.  It  is  only  by 
direct  internal  palpation  that  it  can  be  felt,  and  it  would  be  well, 
I  think,  if  this  were  done  before  forceps  were  applied.  Certainly 
if  forceps  are  applied  there  is  no  justification  for  over  vigorous 
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efforts  being  made  at  extraction.  When  such  efforts  become 
necessary  then  I  am  of  the  opinion  that  the  forceps  operation  is 
contra-indicated. 

I  have  endeavoured  in  the  foregoing  remarks  to  bring  before 
your  notice  the  fact  that  the  failure  of  the  forceps  operation  is 
not  so  much  due  to  the  presence  of  a  comph'cation  as  to  the 
want  of  judgment  so  often  shown  by  those  in  charge  of  the 
parturient,  and  I  feel  strongly  that  if  these  difficult  cases  had  a 
little  more  consideration  and  attention  given  to  them  many 
lives  would  be  saved  and  many  women  rescued  from  ill-health 
and  invalidism. 

If  these  cases  were  seen  before  any  interference  had  taken 
place  the  treatment  would  be  simple  and  uncomplicated,  but 
coming  into  hospital,  as  they  often  do,  in  an  exhausted  state, 
and  possibly  infected  with  sepsis,  many  new  factors  have  to 
be  considered  before  treatment  can  be  prescribed.  A  small 
number  of  the  cases  in  my  series  came  into  the  hospital  in  such 
a  dangerous  condition  that  it  was  deemed  unwise  to  operate  at 
the  time.  They  were  treated  medically,  in  the  hope  that  they 
would  recover  sufficiently  to  allow  an  operation  to  take  place. 
In  some  instances  this  became  possible,  in  others,  death  resulted 
before  any  obstetrical  treatment  could  be  carried  out. 

Other  problems  confront  the  obstetrician  which  affect  his 
treatment  to  a  marked  degree.  It  is  our  duty,  if  possible,  to 
preserve  the  lives  of  both  mother  and  child,  but  I  think  it  is 
accepted  by  all  that  the  life  of  the  mother  should  be  considered 
first  of  all. 

The  question  of  septic  infection  is  an  urgent  one,  and  must 
be  given  serious  consideration  in  deciding  what  form  of  operative 
treatment  to  employ.  In  those  cases  complicated  by  contracted 
pelvis,  a  careful  examination  to  ascertain  the  relative  size  of  the 
foetal  head  to  the  brim  of  the  maternal  pelvis  should  be  made 
by  the  Munro-Kerr  method.  By  this  procedure  it  is  not 
difficult  to  divide  this  group  into  those  cases  which  can  be 
delivered  through  the  maternal  passages  and  those  which 
cannot.  Where  it  is  impossible  to  terminate  the  labour  per 
vias  naturales  of  a  living  child,  the  choice  of  operation  lies 
between  Caesarean  section  and  craniotomy.  If  the  child  is  dead 
craniotomy  should  be  the  operation  of  choice.  On  the  other 
hand  if  the  child  be  alive,  the  condition  of  the  child  and  the 
state  of  the  mother  with  reference  to  septic  infection  must  be 
carefully  considered.     A  child  may  be  alive  and  yet  in  a  dying 
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condition,  as  is  shown  by  the  frequency  of  its  pulse  and  other 
signs.  Under  such  circumstances  I  beheve  craniotomy  to  be  the 
proper  treatment,  because  my  experience  has  been  that  in  this 
case  there  is  little  or  no  hope  of  the  child  surviving  the 
Caesarean  operation. 

When  the  child  is  alive  and  comparatively  well,  in  those  cases 
which  are  probably  infected,  the  choice  of  operation  becomes 
more  difficult.  To  perform  Caesarean  section  in  a  case  in  which 
many  vaginal  examinations  have  been  made,  and  where  forceps 
have  been  applied  and  have  failed  to  deliver,  is  a  serious  under- 
taking for  anyone.  The  outlook  for  the  mother  is  not  improved, 
in  my  experience,  to  any  great  extent  by  the  performance  of 
hysterotomy  after  the  delivery  of  the  child,  and  I  must  confess 
that  in  these  cases  more  especially  where  lacerations  are  severe, 
I  am  inclined  to  perform  craniotomy.  I  believe  the  mother 
has  a  better  chance  of  her  life,  and  may  later  give  birth  to  a 
healthy  child  when  Caesarean  section  can  be  performed  under 
ideal  conditions. 

Lately,  in  performing  Caesarean  section,  I  have  adopted  the 
lower  uterine  segment  incision  to  test  whether  it  is  safer  for 
the  mother  in  those  suspiciously  septic  cases  than  the  classical 
operation.  So  far  I  have  had  too  few  cases  under  my  care  to 
come  to  a  decision.  In  the  other  group,  in  which  one  is 
convinced  after  examination  that  a  living  child  can  be  born 
per  vias  naturales,  one  endeavours  if  possible  to  allow  the  mother 
to  deliver  herself.  This  occurs  happily  in  a  number  of  cases. 
The  possibility  depends  on  several  factors  but  mainly  on  the 
type  of  labour.  If  the  forces  of  labour  are  efficient,  and  the 
disproportion  existing  between  the  foetal  head  and  pelvic  brim 
is  of  a  minor  degree,  the  outlook  is  good,  and  the  results  to 
mother  and  child  satisfactory.  In  other  cases,  however,  where 
the  labour  has  been  prolonged  and  the  patient  is  exhausted,  one 
does  not  wait  for  a  spontaneous  termination  of  the  birth,  but 
applies  forceps  when  the  head  rests  on  the  perineum. 

In  some  cases  a  second  forceps  operation  succeeds.  This  is 
probably  due  to  the  fact  that  during  the  time  between  the 
failure  of  the  first  operation  and  the  beginning  of  the  second 
sufficient  moulding  of  the  foetal  head  took  place,  so  as  to  allow 
it  to  come  through  the  pelvic  brim. 

For  some  years  I  have  given  up  the  operation  of  pubiotomy 
in  failed  forceps  cases,  as  I  found  that  the  mortality  and 
morbidity  following    it   were  just   as   great   as   that   following 
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Caesarean  section,  and  also  the  [jroljability  of  causinf^  more 
damage  to  the  soft  parts  ah'eady  lacerated  was  too  y,reat  to  be 
risked. 

Failed  forceps  cases,  in  which  the  cause  of  the  dystocia  is  the 
occipito-posterior  position  of  the  vertex,  require  a  threat  deal  of 
care  and  judgment  in  their  treatment.  The  question  as  to 
whether  the  infant  is  alive  or  dead  should  be  settled  before 
treatment  is  instituted.  In  cases  in  which  the  child  is  dead 
craniotomy  is  the  operation  of  choice,  because  it  is  safer  for  the 
mother  than  forceps.  During  its  performance  there  is  less 
tendency  to  increase  the  damage  already  present  in  the  vagina 
and  cervix.  If  the  infant  is  alive  the  position  of  the  occiput 
should  always  be  ascertained.  In  some  cases  it  will  be  noted 
that  internal  rotation  has  not  taken  place,  in  others  that  it  is 
only  partially  completed.  Armed  with  this  information,  and 
provided  uterine  action  is  efficient,  I  leave  these  cases  to  nature 
in  the  hope  that  a  spontaneous  delivery  will  result.  In  many 
of  them  I  am  not  disappointed.  When  the  efforts  of  the 
mother  fail  to  deliver,  the  occiput  is  rotated  to  the  anterior 
position  and  the  case  terminated  by  forceps. 

Under  similar  circumstances,  with  the  head  above  the  brim, 
I  rectify  the  abnormal  position  of  the  occiput  and  extract  by 
forceps  at  once. 

The  persistent  occipito-posterior  case  is  the  one  that  gives 
most  trouble.  When  rotation  fails  one  must  resort  to  the 
employment  of  forceps,  and  in  these  cases  powerful  efforts  at 
extraction  are  necessary,  requiring  the  greatest  care  to  avoid 
increasing  the  damage  already  present.  During  extraction, 
when  rotation  does  occur,  I  remove  the  blades  and  reapply 
them.  In  making  traction  I  always  endeavour  to  bring  the 
sinciput  well  under  the  symphysis  pubis  before  bringing  the 
occiput  too  low  down. 

In  those  cases  in  which  forceps  have  been  applied  to  a  brow 
presentation  I  always  perform  version  if  the  child  is  alive  and 
craniotomy  if  it   is  dead. 

In  the  mento-posterior  persistent  case  a  trial  at  rectification 
is  always  to  be  recommended.  Should  it  fail,  as  it  often  does, 
a  trial  with  forceps  is  now  and  again  successful.  But,  as  a  rule, 
the  difficulty  is  only  solved  by  the  operation  of  craniotomy. 

The  obstetrician  who  is  called  upon  to  treat  the  case,  com- 
plicated by  the  presence  of  a  retraction  ring,  has  a  difficult  task 
to  perform.     In  some  of  these  cases  prolonged  anaesthesia  and 
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the  administration  of  morphia  cause  relaxation  and  the  case 
gives  no  further  trouble,  but  in  many  this  treatment  appears 
to  be  of  little  value,  and  they  come  to  us  for  operation  with  the 
ring  tightly  contracted  round  the  neck  of  the  child. 

Caesarean  section  is  the  proper  treatment  for  this  complica- 
tion, but,  here  again,  the  question  of  possible  injection  stays 
our  hand,  and  an  operation  with  less  disastrous  results  to  the 
mother  is  usually  performed.  Forceps  are  applied  and  very 
steady  and  strong  traction  made.  At  times  this  treatment  is 
successful,  but  on  other  occasions  it  seems  to  me  that  efforts 
at  extraction  make  the  condition  worse — the  ring  contracts 
more.  When  this  occurs  I  always  perform  craniotomy  and 
reduce  the  bulk  of  the  head  as  much  as  possible.  I  then  pass 
my  hand  into  the  uterus  and  obtain  hold  of  a  foot.  Steady 
traction  is  made  on  it,  and  slowly  the  crushed  head  passes 
through  the  ring  into  the  uterus  and  the  case  terminates 
with  little  trouble.  I  have  never  found  this  treatment  fail  to 
deliver  in  these  difficult  cases. 

In  conclusion,  I  would  bring  before  the  notice  of  the 
practitioner  the  importance  of  expert  advice  and  aid  being 
called  in  early  in  these  serious  cases,  and  the  danger  of  delay 
in  sending  them  into  hospital.  In  the  practice  of  general 
surgery  this  procedure  is  adopted  so  much  more  readily,  and 
the  after  results  are  much  more  satisfactory. 

Few  practitioners  would  undertake  the  operative  treatment 
of  a  chronic  appendicitis  or  even  a  more  trivial  condition 
without  advice,  and  I  cannot  help  thinking  that  if  the  same 
precautions  were  taken  in  these  obstetrical  emergencies,  which 
are  more  serious  than  almost  any  condition  met  with  in 
surgery,  and  particularly  if  they  were  sent  into  hospital  earlier, 
and  without  interference,  it  would  mean  a  great  deal  to  those 
women  who  are  suffering  from  them,  and  would  certainly  give 
those  of  us  who  treat  them  a  more  certain  chance  of  success. 

Discussion. 

Dr  Haig  Ferguson  agreed  with  the  President  in  saying  that 
Dr  Shannon  had  given  them  a  most  interesting  paper.  The  dangers 
of  the  injudicious  application  of  forceps  had  been  very  clearly 
brought  out.  One  constantly  saw  in  the  maternity  hospital 
cases  sent  in  for  delivery  in  which  forceps  had  been  tried  again 
and  again  without  success,  with  the  result  that  many  of  them  were 
in  a  pitiable  condition  from  lacerations  and  exhaustion.     He  described 
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a  case  which  had  come  under  his  notice  where  disastrous  results  had 
followed  the  application  of  forceps  in  a  second  pregnancy.  Strong 
traction  had  been  made,  when,  suddenly,  the  obstruction  gave  way 
and  the  foetus  was  born  in  a  precipitate  manner.  The  child  was 
born  alive,  but  the  operator  noticed  that  something  had  cracked, 
and  it  was  discovered  that  fracture  of  the  horizontal  ramus  of  the 
right  pubic  bone  had  occurred.  When  Dr  Ferguson  saw  her  some 
months  afterwards  she  was  able  to  walk  with  difficulty.  The  fractured 
pelvis  had  healed,  but  there  was  a  large  exudation  of  callus.  She  had 
complete  incontinence  of  urine,  and  on  examination  it  was  found 
that  the  whole  anterior  wall  of  the  vagina  had  been  carried  away, 
that  the  ureters  were  lying  exposed  in  the  upper  part  of  the  vagina,  and 
that  it  was  impossible  to  perform  any  plastic  repair  on  account  of 
the  destruction  of  tissue.  The  treatment  adopted  was  to  transplant 
the  ureters  into  the  pelvic  colon,  which  was  successfully  done  by 
Sir  David  Wallace,  and  the  patient  is  now  in  comparative  comfort. 
This  was  certainly  an  extreme  instance  of  injury  as  a  result  of  forceps, 
but  one  constantly  saw  cases  of  laceration  and  injury,  with  the  frequent 
occurrence  of  septic  mischief,  resulting  from  their  use. 

In  considering  the  application  of  forceps  the  question  of  diagnosis, 
as  Dr  Shannon  had  pointed  out,  was  all  important.  It  was  most 
essential,  in  difficult  cases  especially,  to  introduce  the  whole  hand 
into  the  vagina  to  determine  the  relative  proportion  between  the 
head  and  the  pelvis,  and  also  to  determine  clearly  the  position  of 
the  head.  If  the  occiput  were  directed  posteriorly,  it  should  be 
rotated  forwards  before  attempting  to  deliver  it.  He  regarded  it  as 
of  great  importance  that  forceps  should  never  be  applied  when  the 
head  was  about  the  brim  of  the  pelvis.  If  one  put  one's  hand  into 
the  pelvis  and  found  a  disproportion  which  would  be  impossible  for 
nature  to  overcome,  then  other  means  than  forceps  would  have  to 
be  tried.  But  if  there  was  a  possibility  of  the  head  moulding  through 
the  brim,  then  time  would  certainly  effect  the  desired  result;  the 
labour  terminating  naturally  or  with  a  low  forceps  application,  with 
comparative  safety  to  both  mother  and  child.  The  application  of 
forceps  and  of  traction  before  the  os  was  fully  dilated  was  a  serious 
danger— the  immediate  danger  being  severe  laceration  of  the  cervix, 
the  remote  danger  being  the  production  of  prolapse  from  traction  on 
and  over-stretching  of  the  uterine  ligaments.  There  was,  of  course, 
no  justification  for  using  such  strong  traction  with  the  axis-traction 
forceps  as  used  to  be  required  with  the  older  kinds  of  instruments. 
Dr  Shannon  had  pointed  out  very  clearly  the  extraordinary  power 
of  nature  in  overcoming  difficulty  in  pelves  of  moderate  deformity, 
if  plenty  of  time  were  given  to  allow  of  the  head  moulding. 

In  cases   where  forceps  have  failed  and  the  patient  is  sent  into 
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hospital  more  or  less  exhausted,  and  even  severely  lacerated,  the 
question  of  craniotomy  certainly  comes  in.  In  such  cases  Dr 
Ferguson  thought  it  was  justifiable  to  perform  craniotomy  even  upon 
a  living  child  in  the  interest  of  the  mother.  Of  course  if  the  child 
was  dead  there  was  no  alternative.  The  perforation  of  the  head 
between  the  forceps  blades  was  often  found  to  be  all  that  was  required. 
He  agreed  with  Dr  Shannon  with  regard  to  the  question  of  pubiotomy 
which  he  had  now  given  up  to  a  great  extent.  He  certainly  did  not 
advise  it  in  cases  such  as  had  been  described,  where  there  had 
been  previous  meddling  and  interference,  and  possibly  lacerations 
as  a  result  of  the  failure  of  forceps.  This  was  a  totally  different 
thing  from  doing  a  pubiotomy  deliVjerately  in  a  fresh  case. 

Dr  Shannon  had  referred  to  the  difficulty  of  a  brow  case,  and  had 
indicated  that  craniotomy  was  probably  the  best  treatment  for  such 
a  case.  Dr  Ferguson  would  rather  advocate  first  an  attempt  to 
convert  the  brow  into  a  face  case. 

The  Society  was  greatly  indebted  to  Dr  Shannon  for  bringing  up 
this  subject  and  for  giving  them  such  a  well-thought-out  paper.  It 
could  not  be  impressed  too  strongly  on  all  practitioners  how  great 
was  the  danger  of  the  premature  application  of  forceps,  and  how 
serious  the  complications  which  were  apt  to  result  therefrom. 

Dr  Keppie  Paterson  said  that  the  first  thing  which  had  impressed 
him  was  the  necessity  for  education.  It  should  be  indicated  to  the 
practitioner  that  it  is  necessary  to  measure  every  first  case  that  comes 
to  him.  There  are  many  practitioners  who  never  think  of  measuring 
a  patient  at  all.  It  must  be  impressed  that  they  should  make  sure 
that  the  pelvis  is  normal,  and  that  they  should  tell  every  pregnant 
woman  that  hers  may  not  be  a  natural  condition  and  that  she  will 
require  great  care,  just  such  as  she  would  give  to  a  child  after  it  is 
born.  Many  women  think  that  they  will  require  no  attention  at  all, 
indeed  there  is  only  a  small  proportion  of  women  in  Edinburgh  who 
believe  that  pregnancy  and  labour  should  have  careful  attention,  not 
perhaps  until  they  have  had  trouble  with  previous  children.  At  his 
maternity  clinique,  Dr  Paterson  found  that  his  advice  was  not  always 
taken. 

Dr  Johnsto7ie  said  that  the  subject  dealt  with  was  one  of  the  most 
clamant  in  present-day  obstetrics.  He  was  quite  sure  that  all  who  had  any 
experience  of  maternity  hospital  work  would  agree  that  there  were  no 
cases  which  called  for  the  exercise  of  a  greater  degree  of  judgment  than 
those  of  "failed  forceps,"  and  particularly  such  cases  as  Dr  Shannon 
had  described,  where  the  vagina  and  cervix  had  been  torn  to  ribbons 
before  admission.  Where  the  child  was  living,  it  was  most  difficult  to 
know  what  was  best  for  both  patients.  One  of  the  most  important 
points  was,  of  course,  the  antenatal  examination,  because  most  of  these 
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cases  were  not  so  much  difficult  in  themselves  as  made  dijjlmlt  through 
failure  to  make  adequate  examination  during  pregnancy  or  through 
mistakes  in  diagnosis.  Dr  Shannon  had  emphasised  the  importance  of 
introducing  the  whole  hand  into  the  vagina  for  diagnostic  purposes, 
and  with  this  Dr  Johnstone  very  cordially  agreed.  Sir  Halliday  Croom 
used  to  teach  that  in  cases  of  doubt  in  obstetrics  the  trump  card  was 
always  "chloroform  and  the  whole  hand."  By  such  a  method  of 
examination  the  position  of  the  head  could  be  diagnosed  beyond 
doubt,  and  the  existence  of  pelvic  contraction  ascertained.  With 
regard  to  Munro  Kerr's  method  of  estimating  the  relative  size  of  the 
head  and  pelvis,  upon  which  Dr  Shannon  laid  such  stress,  he  would 
like  to  say  that  in  his  experience  the  method  was  not  by  any  means 
always  easy.  Possiljly  this  was  due  to  his  want  of  practice,  because  in 
Edinburgh  they  had  not  anything  like  the  same  number  of  cases  of 
contracted  pelvis  as  in  Glasgow. 

It  was  interesting  to  hear  an  authority  like  Dr  Shannon  referring  to 
the  necessity  of  performing  craniotomy  on  the  living  child.  Some  time 
ago  craniotomy  on  the  living  child  was  regarded  as  taljoo,  but  that  was 
probably  an  example  of  the  pendulum  swinging  to  an  extreme,  and  he 
thought  that  now  it  was  reaching  its  proper  place  in  the  minds  of 
obstetricians.  There  must  always  be  a  legitimate  place  for  this 
operation  even  upon  the  living  child,  but  with  adequate  antenatal 
care  that  place  would  become  more  and  more  limited. 

Dr  Rose  said  that,  as  a  woman  practitioner,  she  could  not  pass 
without  comment  Dr  Shannon's  interesting  but  tragic  story  of  failure 
in  the  treatment  of  women  during  labour.  Lack  of  adequate  antenatal 
supervision  was  one  of  the  chief  causes  of  emergency  in  labour,  but  the 
main  cause  of  "  failed  forceps  "  in  cases  of  emergency  was  the  lack  of 
wise  judgment  on  the  part  of  practitioners  who  ought  to  have  been 
better  equipped  for  their  work. 

Apart  from  definite  emergency  she  had  seen  cases  in  which  an 
attempt  had  been  made  to  hasten  delivery  by  forceps  when  the  os  was 
only  partly  dilated,  and  in  which,  given  time  for  complete  dilatation  of 
the  OS  and  moulding  of  the  head,  spontaneous  delivery  had  finally 
taken  place. 

The  work  of  health  visitors  and  antenatal  clinics  was  gradually 
educating  women  to  realise  the  necessity  for  getting  expert  advice 
during  pregnancy,  so  that  cases  of  emergency  were  diminishing  in 
number.  With  regard  to  the  teaching  of  students,  she  thought  that 
there  was  a  very  marked  deficiency  in  their  practical  obstetric  training, 
which  it  was  the  duty  of  medical  schools  to  make  good. 

Dr  Nicholson  said  that  the  unrecognised  persistent  occipito- 
posterior  position  was  perhaps  the  commonest  cause  of  "failed  forceps" 
in    this  part  of  Scotland — a  commoner  cause  than  a  definite  pelvic 
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contraction.  The  general  practitioner  sometimes  failed  with  forceps 
because  he  used  them  much  too  early ;  time  was  not  allowed  for 
moulding  of  the  head  even  when  the  position  was  normal.  The 
consultant  was  called  in  after  the  failure,  and  it  was  a  lucky  thing, 
as  a  rule,  if  he  discovered  that  the  failure  was  due  to  an  occipito- 
posterior  position.  Then  by  the  internal  manual  rotation  of  the 
child's  body  and  head  into  the  occipito-anterior  position  the  forceps 
would  usually  extract  the  child  successfully.  But  sometimes  after 
finding  this  particular  malposition  and  correcting  it  the  forceps  still 
failed,  because  all  the  time  the  cause  of  the  failure  was  a  real 
disproportion — the  child's  head  was  relatively  too  big  for  the  pelvis 
through  which  it  had  to  pass.  In  his  view  the  excessive  size  of  the  child 
was  a  far  commoner  cause  of  "failed  forceps"  than  was  yet  properly 
appreciated.  For  this  reason  he  hardly  ever  allowed  a  primipara  of 
thirty-five  years  or  more  to  go  to  full  term  ;  indeed,  quite  apart  from  age, 
he  frequently  interrupted  the  pregnancy  at  eight  and  a  half  months 
or  earlier,  when  the  heredity  pointed  to  ancestors  of  large  frame. 

In  some  of  these  cases  of  disproportion,  if  the  head  promises 
to  engage  in  the  pelvis  after  the  failure  of  forceps,  it  may  be  the 
correct  and  best  practice  to  allow  quite  a  long  time  for  moulding, 
and  then  forceps  may  be  successful.  If  the  largest  diameter  of  the 
head  is  above  the  brim  and  the  head  is  felt  bulging  above  the 
anterior  surface  of  the  symphysis  there  is  no  good  attempting  forceps 
delivery.  Ceesarean  section  might  be  carried  out,  but  generally 
perforation  of  the  head  is  safer  for  the  mother.  If  the  head  is 
impacted  in  the  pelvis,  and  if  oedema  of  the  vulva  is  present,  forceps 
are  almost  certain  to  fail,  and  again  craniotomy  is  the  only  safe 
treatment.  He  (Dr  Nicholson)  was  glad  to  find  that  Dr  Shannon 
preferred  craniotomy  in  many  of  these  failed  forceps  cases  to  other 
methods  of  delivery  which  might  secure  a  living  child.  Personally, 
he  always  did  what  seemed  best  for  the  mother. 

Dr  Young  agreed  in  believing  that  there  is  no  subject  in  obstetrics 
of  such  importance  at  the  present  moment.  With  regard  to  pubiotomy 
he  belonged  to  that  group  who  believe  that  this  operation  has  a  certain 
limited  place  in  obstetrics,  in  clean  cases,  for  example,  too  advanced 
in  labour  for  Csesarean  section,  and  where  the  only  alternative  is 
craniotomy  on  the  living  child.  He  recommended  it,  where,  for 
instance,  after  the  test  of  labour,  the  head  was  obstructed  by  a 
contraction  of  the  pelvic  outlet.  In  such  cases  delivery  by  forceps 
was  easy  after  division  of  the  pubis. 

So  much  was  he  convinced  of  the  value  of  the  operation  that  he 
had  done  it  twice  on  the  same  patient.  This  was  a  woman  w'ho 
had  had  four  babies  born  dead.  She  refused  to  have  a  Ctesarean 
section  on  the  second  occasion,  and,   as    on  the   first  occasion,    the 
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child  was  born  easily  by  forceps  after  pubiotomy.  There  was  slight 
limping  after  each  operation,  but  that  passed  off  rapidly,  and  was  a 
small  disability  when  placed  beside  the  living  children. 

Dr  Young  spoke  in  strong  support  of  the  position  Dr  Shannon 
had  taken  up  in  regard  to  what  all  of  them,  as  obstetricians,  must  feel, 
the  frequency  of  and  the  disasters  that  follow  forceps  applied  on 
the  high  head.  Dr  Young,  whilst  sympathising  with  the  obstetric 
trials  of  the  practitioner,  thought  that  too  strong  a  condemnation  of 
forceps  applied  to  the  head  at  or  above  the  brim  could  not  be  made. 
In  the  majority  of  such  cases  sent  to  the  hospital,  where  there  is  a 
minor  disparity  between  head  and  pelvis,  and  where  forceps  have 
been  applied  unsuccessfully  before  admission,  it  is  only  too  evident 
that  the  meddlesome  interference  of  undue  haste  has  been  practised. 
Dr  Young  read  the  history  of  three  such  typical  cases  sent  to  the 
maternity  hospital  within  the  preceding  few  weeks.  In  all  three 
cases  the  patients  were  put  under  "twilight"  sleep  immediately  on 
admission,  and  natural  moulding  of  the  head  was  followed  by  descent 
and  easy  forceps  extraction  at  the  outlet  within  three  to  twelve 
hours.  The  disasters  that  follow  the  laceration  and  contusion  of 
this  unwarranted  interference  were  well  exemplified  by  these  three 
cases.  In  two  the  mothers  developed  severe  sepsis,  with  one  death. 
In  two  instances  the  children  were  still-born. 

Dr  F.  J.  Browne  said  that  the  fault  of  improper  application  of 
forceps  lay  not  with  the  general  practitioner  but  with  the  universities 
and  colleges  who  turned  him  out  improperly  equipped  for  his  work 
in  practical  midwifery.  A  good  deal  might  be  done  to  remedy  the 
defect  by  post-graduate  teaching.  Something  was  being  done  now 
towards  teaching  the  student  the  methods  of  antenatal  diagnosis,  but 
during  the  hour  which  was  allotted  to  each  pair  of  students  little 
more  than  a  few  points  could  be  demonstrated.  Two  years  ago  he 
had  advocated  before  the  Society  the  compulsory  notification  of 
pregnancy,  and  he  thought  no  stronger  case  could  be  made  out  for 
that  than  had  been  presented  in  Dr  Shannon's  paper.  In  the  ante- 
natal department  of  the  Edinburgh  Royal  Maternity  the  use  of  pads 
for  rotating  occipito-posterior  cases,  according  to  the  method  of  Buist, 
was  being  used  as  a  routine,  and  proved  successful  in  the  large  majority 
of  cases. 

Dr  Keppie  Paterson. — "  How  long  do  they  stay?" 

Dr  Brozvne  said  he  could  not  at  the  moment  give  accurate  figures 
regarding  that,  but  his  impression  was  that  most  of  the  cases  remained 
anterior;  one  reason  why  the  foetal  head  did  not  engage  was  a  posterior 
position,  and  when  that  was  corrected  the  head  frequently  entered  the 
pelvis   and  remained  there,  thus  tending  to  prevent   the  child   again 
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assuming  the  posterior  position.  He  agreed  with  the  other  speakers 
who  had  advocated  craniotomy  on  the  Hving  child  when  its  non- 
performance risked  the  hfe  of  the  mother.  At  the  last  meeting  of 
the  British  Medical  Association  he  had  been  able  to  show  that  in 
a  large  percentage  of  cases  of  craniotomy  the  lungs  of  the  child  was 
affected  by  catarrhal  pneumonia,  so  that  even  if  born  alive  it  had 
no  chance  of  surviving.  He  believed  the  child  in  these  cases  was 
not  worth  saving,  and  treatment  should  be  carried  out  solely  from  the 
point  of  view  of  the  interest  of  the  mother. 

Dr  Somerville  said  that  in  the  country  south  of  Edinburgh  there 
were  very  few  abnormal  pelves.  Indeed,  he  could  only  remember  two 
"  failed  forceps  "  cases,  in  both  of  which  he  had  performed  craniotomy. 
Neither  had  engaged  the  doctor  in  time  for  conservative  treatment. 

Although  rather  outside  the  scope  of  the  paper  he  mentioned  that 
pituitrin  was  knocking  out  forceps  very  much.  The  busy  practitioner 
found  that  it  was  much  safer,  less  trouble  to  himself,  and  better  for 
the  patient. 

The  President  {Dr  Laniond  Lackie)  said  that  many  of  the  speakers 
had  very  rightly  referred  to  the  importance  of  antenatal  care  as  a 
preventive  of  "failed  forceps."  However,  he  would  like  to  point  out 
that  although  it  was  comparatively  easy  to  examine  the  pelvis  in  nearly 
all  cases  it  was  often  very  difificult  to  estimate  the  size  of  the  child's 
head  and  to  make  out  any  disproportion  if  it  existed.  There  was 
frequently  an  excessive  deposit  of  fat  in  the  lower  part  of  the  abdominal 
wall  towards  the  end  of  pregnancy,  and  therefore  estimation  of  the 
relative  proportion  of  pelvis  and  head  was  not  so  easy  as  the  books 
would  make  out. 

The  President  said  that  all  would  agree  that  forceps  were  often 
used  with  too  much  force,  but  this  was  sometimes  due  to  a  natural 
desire  to  procure  a  living  child,  and  from  a  very  natural  hatred  of 
craniotomy.  He  was  interested  to  find  from  Dr  Shannon's  paper 
that  the  chief  cause  of  "failed  forceps"  in  Glasgow  was  a  contracted 
pelvis.  In  Edinburgh  he  thought  the  most  frequent  cause  was  a 
malposition  and  especially  the  posterior  position.  In  the  management 
of  these,  if  the  head  were  high  up,  it  were  best  to  rotate  it  by  means 
of  the  hand,  but  if  it  were  low  down  in  the  pelvis  rotation  could  be 
effected  by  the  forceps  if  necessary.  However,  it  was  important  not 
to  attempt  to  extract  and  to  rotate  at  the  same  time.  Rotation  should 
be  effected  before  any  attempt  at  traction  was  made.  Another 
important  point  to  remember  was  that  80  per  cent,  of  R.O.P.  cases 
ended  spontaneously — and  therefore  one  should  never  be  in  a  hurry — 
but  should  give  the  head  plenty  of  time  for  moulding.  Craniotomy 
was  too  often  resorted  to  when  forceps  failed,  and  no  doubt  in  many 
cases  it  was  the  only  possibility.     Still  there  was   much   to   be   said 
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for  pubic  omy,  which  the  President  felt  quite  certain  should  be 
considered  in  some  of  these  cases.  Me  had  been  very  interested  to 
read  recently  a  report  of  Dr  Mange  who  recorded  104  cases  of  jjubiotomy 
which  had  been  carried  out  after  forceps  had  failed  without  a  single 
maternal  death,  and  only  6  per  cent,  of  the  children  had  been  lost. 
Such  statistics  made  one  hesitate  to  condemn  the  operation  entirely, 
but  one  should  rather  look  upon  it  as  preferable  to  Csesarean  section 
in  some  "suspect"  cases. 

The  President  had  great  pleasure  in  conveying  the  thanks  of  the 
Society  to  Dr  Shannon  for  coming  from  Glasgow  and  giving  them  such 
a  stimulating  paper  which  had  led  to  such  an  interesting  discussion. 

Dr  Shannon,  in  reply,  thanked  the  Society  for  the  way  in  which 
they  had  received  his  paper.  He  considered  that  the  cause  of  the  whole 
difficulty  was  the  want  of  proper  training — too  little  clinical  midwifery. 
Thai  vs^as  the  way  the  whole  problem  must  be  solved.  Until  students 
received  a  fuller  training  at  the  maternity  hospitals,  midwifery  would 
not  be  much  better. 
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